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1. EXECUTIVE SUMMARY

The Rural Health Motivator (RHM) is a key eiement in bringing
primary health care (PHC) to rural people in Swaziland. In the
past, they have not received their monthly government stipend for
up to six months, which has had a totally demoralizing effect on
their work. The operational objective of the Swaziland PRICOR
study was to identify the most appropriate ways of -sustaining the
RHM that would be dependable and promote community involvement in

the PHC program.

The problem of sustaining the RHM was identified as having the

following components:

- need for community participation
- need for a strong supervisory system

- need for dependable compensation

The question of compensation took precedence over supervision
and training issues because it recpresented a gap in the overall
cefforts to implement the five year plan for strengthening the RHM

program.

The original objective of the study was modified after it was
determined that the skills of the RHM would have to be
strengthened before communities would value the services cnough to
pay for them. The first objective was then to define a set of
skills within the capabilities of the RHM that were acceptable to
the Ministry of Health (MOH) and that the community would be
prepared  to  compensate the RHM for performing. The second

objective was to develop an appropriate compensation scheme.

Several Operations Rescarch (OR) techniques were used in the
problem analysis phase. A simple oval diagram was used to describe
the macro model of the PHC system. Then system definition diagrams
were used to graphically represeat the district medical and public

irealth services and community support sub-systems. A crude system
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definition diagram was also developed to identity constraints,
inputs, processes, outputs, and outcomes. These models led to a

refinement of the objective.

The solution development phase was characterized by the use of
nominal group techniques and interactional matrices. A nationwide
survey was  used  to  elicit needed information which was

unattainable in the literature, The survey focussed on four areas:

1. utilization patterns of hecalth care

2. health expenditure

3. willingness of communities to support RHMs
4. attivudes of RHMs

This solution development phase survey revealed that 28% (n =
572) of the people surveyved indicated that they would be willing
to support the RHM financially, while 64% said that they would be
willing to contribute in-kind. The only factor found to be

associated with willingness to support was geographie area.

A disturbing finding of this survey was that not vne of the 31
RHM: interviewed felt the community would be willing to support
them financially, mainly because they were already recciving a
salary from the government. However, 509 of the RHMs felt

communities would be willing to give them in-kind support.

e survey also provided information in the types of activities
conducted by RHMs during homestead visits, Sixty-cight percent of
all RHM activities cited by respondents related to environmental
sanitation. Other preventive activities, such as nutrition and
immunizations, accounted for 19%, while 13 of the activitics were
related to curative or referral services. Among the RHMs, 85% said
people came to them for assistance, usually first aid or curative

services.



Interactional matrices were used to determine what current op
petential RHM activities should be strengthened. In addition,
these matrices provided the rationale and design for the field

test phase of the project,

The matrix results, in combination with discussions with MOH
officials determined that the PHC skills of immunizations, oral
rehydration  therapy  (ORT) and  the introduction of growth
monitoring should be emphasized. A matrix  was again used to
address  the  issue  of support, Prepayment  for  services was
determined to be most appropriate form of compensation for the
Swaziland RHMs. The specific torm of prepayment was not specified;
rather, it was decided that the results of the field test might

indicate the most appropriate method.

The non-experimental field test was conducted in a single
cheiftaincy for a duration of 6.5 months. The criteria for
selection included the existence of a local health committee, and
a traditional community lcader, local clinic nurse and district

Nurse Supervisor who were supportive of the project goals.

The field test was inititated through a series of mectings with
traditional bommunity leaders, a general community meceting and a
two day training course for the S RHMs. Monitoring consisted of a
monthly meeting with the RHMs and periodic meetings with the
traditional community leaders. Evaluation of the field test was
accomplished using a survey of the study community and interviews
with RHMs and community leaders.

The ficld test evaluation survey revealed that the PHC skills
training for the RHMs had served to broaden the community's
perception of the role of the RHM in relation to childrens health.
It was found that the RHM was perceived to be the primary source
of information on ORT by respondents.  In addition, mothers
complied well when their child was referred by the RHM for

immunization.



The newly  introduced  growth monitoring  skills  were well
received by the community and the RHMs.  Seven of, the cight RHMs
were tound to be proficient at performing growth monitoring on the
homesteads.  The evaluation survey revealed that they were quite

active within the community at performing this skill,

The RHM  support  scheme  chosen by the community involved the
donation of communal  land and agricultural labor towards the
production of a crop to be given to the RHMs., The community
indicated that the RHMs could then scll the crop, and thus receive

an indirect form of financial support.

This plan did not reach fruition during the course of the field
test, The land was designated, but it was prepared too late in the
growing scason to allow for a reasonable chance of  success.
Community organization is such that the traditional community
leader has the sole power and responsibility within the community
to call on the people to perform civie duties such as the
agricultural labor involved in the RHM support scheme. The
traditiona! community leader in the field test area was physically
absent during the period in which the field was to be prepared.
Thus, the availability of this key individual can be the pivotal

variable to such projects,

Recommendations to the MOH arising from this study include the

tfollowing:

l. RHMs should be trained to perform growth monitoring on

a homestead level. This should be accomplished by:

a. Development of a curriculum to introduce the
theory and practice of growth monitoring to
RHMs.  Locally produced materials available in
English should be translated into SiSwati for

this purpose.



b. Developing a protocol to be given to RHMs
performing growth monitoring to clearly detine
the criteria for identifying the child who must
be referred because of faltering growth. The
referral site must be clearly stated, i.e. local

clinic, regional hospital, etc,

c. Conducting intensive training courses to be
given to currently practicing RHMs using the
curriculun  developed to  introduce  growth
monitoring. The course should be a minimum of 3
days in duration and the local rural ¢linic
nurse should be actively involved as a trainer.
Portable hanging scales and a supply for child
growth cards should be issued to the RHMs at the

conclusion of the course.

d. A follow-up to be perfermed by the local rural
clinic nurse who was involved in the training
session.  She should provide supervision of
proficiency at growth monitoring performed by
the RHMs within the clinic setting, Periodic
in-service sessions on growth monitoring should

be offered to trained RHMs.

RHM in-service training schedules should be revised so as to

emphasize the PHC skills of immunizations and ORT.

The Public Healt: Unit (PHU) should pursuc further efforts
to generate  improved community  support for RHMs.  These

efforts should include:

i, Encouraging communities to devise their own, locally-
appropriate forms of RHM compensation. Schemes
involving in-kind or in-cash contributions should not

be pursued at this time.
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Considering ways to make RHM spouses more aware and
supportive of the RHM activities, in an effort to
improve job satistaction. The PHU' could accomplish
this by including the spouses in graduation and in-
service sessions,  as well as any community mectings

which deal with the RHM.

Increasing efforts to inform the traditional leadership
of, and to involve them in, PHU and RHM activities in
their communities. The traditional community lcader
must play a pivotal role in any community based effort
to sustain the RHMs, Not merely their approval but
their active participation is prerequisite to any
proposed RHM support scheme. This participation could
best be obtained by holding seminars for traditional
community leaders and their deputies. The purposce of
these seminars should be to sensitize them to the
contributions the RHM makes to the community, her reole
in the delivery of primary health care and the need
for community involvement <to facilitate that role,
Only after such seminars have been held should further
efforts to establish community based support schemes

be pursued.



2. BACKGROUND

The Kingdom of Swaziland is a small. land-locked country bordered on
three sides by the Republic of South Atrica and on the fourth side by
Mozambique. In addition rto being one of the smallest countries in
Africa, it has a small population, 494,390 in 1976, But this population
is growing at a rate of 3.47 per annum one of the highest rates in
Africa and by the year 2000 it will have doubled. In 1083, it was
estimated at 040,010, While the urban population is growing at a taster
rate than the rural one due to internal migration, a majority of the
people still live in rural areas (557), only six population centers of
over 2,000 people existed in 1975, Villages or groups of houses
clustered around a water source or school, cte, are rarve. Rural people
tend to live in individual family homesteads which are widely scattered
and can be quite far from health facilities or public transport.
Locating health facilities so as to serve the greatest number of people
has been a persistent problem for the Ministry of Health (MOM). Becausc
of this lack of population centers, no matter where clinics are placed,
people must travel long distances, often on foot, to get health care,
This is a particular hardship on women who have to rhysically carry a
baby on their backs and lead another one or two by the hand all the way
to the clinic. Fifry percent of the Swazi population is less than 1§ and
the fertility rate is 0.9 so it is very common to see women with several
voune  children. Because of  th. » difficulties, there  is little
motivation to visit the clinic for preventive care which does not have

the same priority as curative care. The target population of this study

was the rural popularion, mainly women and children who because of the
geographic pattern of living have less access to primary hcalth care

than people in more urban areas.

The bealth problems of Swaziland are similar to those of many other
African countries.  According to the 19%2 Annual Report of the MOH (1),
the leading causes of morbidity and mortality were (based on inpatient

data):



t. Gastro-enteritis

2. Injuries

3. Obstetrical complications
4. Respiratory illness

5. Tuberculosis

In addition to diagnoses reported by clinics and hospitals, an

dassessment

MOH,  local

of health problems must also include areas :dentified by the

community leaders and community members. These priorities

of ten determine the success or tailure of a project,

The MOH has identified the following as priority health problems (2):

On the
objectives

!.

2

an infant mortality rate of 156/1000

00% of children who die under the age of 14 due to poor
environmental sanitation and unclean water

diarrheal discase as the leading cause of death in
children less than 14

many other deaths i.e. TB, measles that could be

prevented by immunization.

basis of the above neceds assessment, the MOH set two

in its most recent five year plan (3):

to reduce infant and child mortality and morbidity with
special emphasis on diarrheal discases, malnutrition and

discases preventable by immunization

to provide services which contribute towards an increase in

child spacing and moderation in rate of population growth.

Health problems identified by local community Jleaders in a recent

survey (4):



l. Lack of safe drinking water

2, Lack of a c¢linic

3. Lack of transportatron or access to a clinic
J. Cholera and diarrheal disease
5

. Coughing and tuberculosis.

In the same survey, health problems identified by heads of homesteads

were:
1. Stomach ache
2. Colds, flue, sore throat and malaria
3. Headache
4. Dirty water or lack of water
5. Lack of latrines.

The health care system consists of five hospitals and public health
centers and 3N rural clinics. ALl facilities offer curative services.
Health centers and clinics offer preventive services as well, di.e. MCH
and family planning. The rural health nurse is the main provider of
primary health care in the rural area. She is assisted by mobile teams
of nurses who conduct monthly mobile clinics; Health Assistants who
concentrare on environmental sanitation and meat inspection and the
Rural Health Motivator (RHM). RHMs  are community health workers
responsible for motivating teachine and referring communities in the

following arcas:
A. Sanitation: by motivating and teaching families about the
importance of latrines and then referrine motivated clients

to Health ‘ssistants for assistance.

B. Maternal end Child Health: They identify clients such as

pregnant mothers  and  children, meotivate them on  the
utilizatien of health services as well as  immunization
against the common preventable diseases and nutritional
problems.  They also help clients by advising them on family

planning,
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C. Coordination:  They ftorm a coordinating link with other
agencivs  such as agricuiture by motivating families to
utilize poultry schemes, fisheries and improved agricultural
methods, as well as home cconomics activities and other

developmental Agencies.

D. First Aid: They also provide first aid and assist in

cemergency home deliveries.

E. ORT and Contraception: Their duties have recently been

expanded to include dispensing oral rchydration salts on a
recurring basis as well as condoms and foams. (A detailed

Job description is in Appendix 1),

The RHM is sclected by the community according to the following

criteria (5):

a. persons of either sex 25-45 years

b. married

c. respected by the community

d. responsible for his/her own work

c. literate enough to fill out monthly reports

f. able to communicate casily with other community workers

T=

has a knowledge of common health problems facing the community.

After sclection they undergo a 17 week training course conducted by
the Ministry in the rural area. The course covers a broad spectrum of

public health and first aid:

Health education 6 days
MCH/FP/home delivery 13 days
nutrition home economics/agriculture S days
first aid 5 days
environmental sanitation 4 days
communicable diseases 7 days
mental health and illness 2 days
adult literacy 1 day
community development/women in development I day
administrative matters and testing 3 days
return of RHMs to catchment arcas 4 days
55 days
(11 wks)

- 10 -



An additional week has been added because the original schedule was
found to be too short. During the training the RHMs live at the training

site,

After training the RHMs return to their original arcas. They are
given a kit containing bandages for wounds. wound medicine, burn
medicine, anti-malaria tablets, pain killers, ORS, arm bands for
measuring malnutrition, wmeasuring tapes for latrines and statistical

forms. Some have received maternity kits for home delivery.

The RHMs are assigned 30-J0 homesteads to visit., Somctimes this is
done tformally by the chief; other times informally among the RHMs
themselves.  Ideally ecach homestead should be visited once a month. The
work is considered part-time, approximately 2. days per weck (10 days
per month). RHMs should visit three or four homesteads per day. The RHM
receives E20/month from the government. This is not regarded as wages
but a stipend to assist them in their work. These workers are regarded

as volunteers by the government.
3. STUDY PURPOSE

The operational problem examined was how to sustain the Rural Health
Motivators. An cevaluation of the RHM program done in 1981 (6) found that
the program had had a wminimal impact on the construction of pit
litrines, protected springs, and knowledse of health was not influenced
by RHMs.  In a subsequent survey in 1952, Green (7) found that RHMs had
had no effect on respondents boiling of drinking water, environmental
knowledge ‘behavior questions.  He did susgest that there was a slight
impact compared to the carlier cvaluation but that it was still not

signiticant,

Based on the first evaluation, Thompson () identified two major

problems:



- Tack of community participation and support

- Llack of a strong supervisory system

Recommendations were made and accepted by the Ministry to deal with
these issues.  The question of compensation was not focussed on because
government anticipated no difficulty in supporting the RHMs and felt
that communities could not afford to subsidize the RHMs. It was
sufficient that communities were motivated to accept the program without
having ro assume another financial burden betore seeing results,  There
hias been more concern expressed recently on the issue of compensation.
RHMs have received ne incrcase since the start of the program in 1976
and 22,57 ot the RHMs felt that the present stipend was not cnough.  So
while there has been concern about community financing, no plan has been
offered.  While the government seems committed to minimal support, there
is lirtle likelihood of an increase. During the last six months of 1983,
there was a complete breakdown ot the payment system. This had a totally
demoralizine effect on many of the RHMs.  Although this financial
breakdown was due to a rtechnicality that was eventually resolved, it
showed how  tenuous the funding of the program was and how important

financial support is to its success.

The objecrives of the original study were to develop the most
appropriate way of sustaining the RHM in their current activities. In
the course of the study, we found that the skills of the RHM would have
to be strengrhened before communitics would value the services enough to
pay for them. So the final objective was first to define a set of skills
within the capabilities of the RHM that were acceptable to the MOH and
that the community would be prepared to compensate the RHM for. Second

to develop an appropriate compensation scheme.



4. METHODOLOGY

4.1 Problem Analysis

The original operational problem was suggested by the MOH. Partial ly
in response to the crisis in payment of the RHM that existed at the time
the study was being developed but also because it complemented work

being done by other groups.

Much work 1is already being done in an effort to sustain the RHMs.
Health committees are being set up at cach c¢linic to assist in its
operation: seminars are being held for chiefs and traditional healers to
inform and involve them more closely in health matters; funds are being
established to build clinics and water systems. In fact, a great deal of
effort is already going into mobilizing the community to take greater
responsibility for their local health needs. In the RHM program, it is
taking the form of community input in the scle-tion, tia ning and role
identifivation of the RHMs. Community leaders have also been encouraged
to start thinking of ways te support the work of the RHM, both formal

compensation and informal assistance in problem solving.

The issue of supervision has also been recognized by the Ministry and
a new cadre of Nursing Supervisors has been appointed in an attempt to
decentralize health carve administretion and improve primary health care,
One of the duties of the Nursing Supervisor is to oversce the work of

the RHM.

The training cureiculum was also recently revised. in 19%1,  to make
the RHM more responsive to the communities' needs. The training was
inereased by several  weeks and RHMs  were allowed  to dispense  cough
mixtures,  ORS.  non-medical contraceptives and perform cmergeney  home

deliveries,

The reason the gquestion of compensation took precedence in this study
was due to the existing crisis and it represented a gap in overall
efforts  to dmplement the five vear plan for strensthening  the RHY
program. It also represented a specific task that the communities could

become involved in that might gencrate further interest in the other



activitives of the RHMs, in supervision of those activities to ensure
maximum benefit and in improving the overall level of primary health

care in the area.

In the process of analyzing the problem, the first step was building
a4 model of the primary health care (PHC) system and then examining the
various relevant subsystems. A simple oval diagram was used to describe
the macro model of a primary health carc system and two subsystems.,
These diagrams showed the structure of the PHC system; the components of
the system, the arcas of responsibility and their inter-relationships. A
crude  system  definition diagram was also developed  to  identify
constraints, inputs, processes, outputs and outcomes. This led to a
refinement in the objective. At this time we were still only looking at
ways of sustaining the RHM. We felt that any scheme would have to take

into account the following:

- the expectations and role of the community

- the expectations and role of the RHM

- the sustainability of the system

- the nature of community involvement

- the encouragement of both curative and preventive services to
meet the needs of the community as defined by the community and

health professionals,

4.2  Solution Development

The first step in  the phase of solution development  was  the
identification of  constraints and  decision variables. The Dbasic
constraints were identified from the system definition diagram and wore
expanded from owr review of the literature, see Appendix 2. In addition
to the literature,  nominal group methods were relied on to elicit
opintons and ideas on types of support systems for the RHM and decision

variables related to them.
The initial list of constraints wis extensive so in order to exclude

those not relevant to the project a matrix was used matching cach

constraint with the objectives of the study,
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Again nominal group merhods were relied on to identify decision

variables:

1. the type of support system, i.e. cash, in-kind or labor or

combination.

2. modification to the duties of the RHM to make them more

effective (added at a later stage)

Once we determined what data was needed.  we again used matrices to
determine the best  source of the information:  from literature or
surveys.  Data not available from the literature was collected through
surveys of rural homesteads and health workers. The survey focusses on

four arcas:

I. utilization patterns of health care

2, health expenditure

3. willingness of communities to support RHMs
4. attitudes of RHMs

Five hundred and  seventy-two randomly selected  homesteads  were
contacted in 14 different chiets' arcas covering  four administrative
districts during September and October 1084, In addition 31 RHMs were
interviewed from cleven different chiefs' areas. The survey data was
analyzed using standard statistical techniques in order to fill the

information gaps identified in the matrix.

Nominal group methods were used to gather information from MOH
personnel on types of support systems and modifications to the duties of
the RHM.  This information was catemorized using matrices and scored and
the methods were ranked and rated accordine to different constraints,
Many solutions were climinated because one group or another vetoed them
unconditionally. The best solutions will be presented to the community
selected for the field test.  Asain a nominal group technique will be
used at a meeting of a community or just community leaders to make the
final decision of which alternative is the most appropriate for that

arcd.
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Only a crude sensitivity analysis was used to determine the
prepayment  fee  to be  included in  the alternative suggesting cost
contribution. Comparisons were made with minimum wage scales and other
income generating activities in the rural arcas to determine the amount
of supplemental income needed.  VWe also cxamined other community funds
collected in the rural areas to determine what homesteads are currently
paying. We arrived at a compromise between what the RHMs desired and

what communities might be expected to contribute.

4.3 Solution Validation

A six month field test was performed to validate the solutions
arrived at during the second phase.  These solutions purposed to
reinforce  three of  the RHMs' PHC skills and  to present  several
alternative prepayment schemes to the community for sustaining the RHM.
The final choice of method for sustaining the RHM was to be left to the

community in which the field test was being conducted.

A non-experimental study design was used in order to determine if the
solutions reached would be workable given certain conditions. These
conditions were determined from the rescarch as being necessary before
the question of community support could be considered.  Communities in
Swaziland differ widely in their level of community organization and in
their willingness to undertake community self-help schemes. Local nurses
also differ in their enthusiasm and interest for the RHM program, The
field test arca was selocted to maximize the possibility of success and
ro demonstrate that while all communitics cannot undertake such schemes

at present. success could be possible under specific conditions,

bnplementation of the tield rest wias accomplishad by o serjes of
meetings with the traditional commmity leader, in this case the interim
chict Cindvanad and his council of elders,  and o general community
meeting where the project and its objectives were introduced.  The
remnforcement of PHE skilis was accomplished by holding a two day
retresher course for the ecight RHMs in the ficld  rest community,
Immunizaton and eral rehydrarion therapy information was reviewed and

the theery and practice of srowth monitoring was introduced.  Ar the end
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of the session, the RHMs were issued portable hanging scales and asked
to perform growth monitoring for children under 2 years old on the

homesteads.

Once the field test was in place it was monitored by monthly meetings
with the RHMs and periodic discussions with the community leaders and
the local clinic nurse. Visits were made to homesteads with cach RHM to
assess the level of competence with which they performed the task of

growth monitoring.

The cevaluation of the field test was performed using a random sample
from cach RHM area (in view to the RHMs area heterogeneity) and
interviews with the RHMs and traditional leaders. The survey data was

analyzed using standard statistical techniques,

4.4 Time Table

original actual

Original Tasks time schedule time schedule
Preparation 2 weeks 4 weeks
Phase |

Review of Literature 4 weeks 4 weeks

Instrument development

and pre test 4 weeks 12 weeks*

Schedule and conduct

meetings of survey desien 2 weeks 3 weeks

Pata collection 12 weeks > weeks

Data analysis S weeks 20 weeks

Reports and meetings with

various study aroups 3 weeks 2 weeks

Continued:
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Phase

Phase

IT

Identity solutions
Identify and collect
additional data

Finalize alternative
solutions

Conduct community meetings
Assessment and Evaluation
findings

Conduct mectings with

decision makers

111
Field test
Evaluation

Finel Report

Delay due to change

investigators.

weeks

weeks

wecks

weeks

weeks

week

months

2 weeks

weeks

in one

of

2 weeks

3 weeks

2 wecks

7 months®
3 weeks

9 wecks

the co-principal

Delays due to disruptions at the University.

Delay  due  to change

in ong

of

the co-principal

investigators, A 2 month no-cost time extension was granted.
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5. RESULTS

5.1. Problem Analysis

Diagram 1 shows a macro model of a primary health care system. As
scen in the diagram, the RHM is responsible to both the modern and
traditional sector of government and within the modern or ministerial
system to both the curative (district medical services) and preventive
sectors (district public health services). The RHM s therefore an
outreach worker who can be called on by the community or the Ministry to
do health related jobs requiring visits to homesteads or organizing
community action. Their success depends on the support and contact they
have with the two sectors of government,

Diagram 2 and Diagram 3 look at these two subsystems, the ministerial
and community, in relation to the RHM program. The Public Health Units
have the major responsibility and their links with the RHM are also the

strongest. They are responsible for:

- overall administration of the project

- selection of new arecas

- conducting training courses

- payment

- collecting and reviewing statistics forms
- sometimes distributing drugs, ctc.

~ minimal supervision

- in-service training

- problem solving,

The local clinic is responsible for:
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- sometimes distributing drugs, cte,

- sometimes giving in-service training.

One of the clear problems in the system is the weak link between the
local clinic nurse and the RHM. The demands on the clinic nurse for both
preventive and curative services prevent her from devoting time to the
RHM program. This areca will be discussed in more detail under solution

development because it is an obvious constraint in the system.
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Diogram 1
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Uragram 2

1 DISTRICT MEDICAL AND PUBLIC HEALTH SERVYICES SUB-SYSTEM MODEL
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Dragram 3 describes the communities relationship to the RHM progranm.

It is dmportant to emphasize again that communities don't exist in
Swaziland as in other countries. Community organizations and self- help
schemes are very recent jnnovations and have had varyving degrees of
success.  They have generatly focussed on censtruction projects such as
building schools, sheds. clinics, water svstems or markets. Establishing
comrunity responsibility for the maintenance of a system has been very
difficult, The system described in Diagram 3 eoxists in only a few arcas
where health committees are functioning. In arcas without committees,
the chief or his delegate is the major force. The Public Health Unit

works together with the chiefs and local health committees to:

- develop criteria for the sclection of RHMs
- define priority health problems

- define the supervisory relationship

The communities actually select the RHMs, develop community support
schemes and develop other forms of participation. All these arcas are
necessary for a sustainable community support system. The Public Health
Unit has been very active working with local communities, leaders, and
traditiondl hicaters to explain the importance of PHC and the RHM
program. Mass media campaigns have also been launched promoting PHC. The
arca that seems weak is the follow-up of the activities of the Public
Health Unit and the Health Education Centre in working with communities
to develop ways that communities can participate more fully in the

program and take more responsibility for its administration.

Diagram 4 looks at the components of a community support system. Two
major determinants of the system are the ability of people to pay and
their willineness, Each of these has certain constraints associated with
it.  Economic factors such as homestead income or production effect the
actual ability of the homestead to pay. Other constraints include
administrative factors like the existence of committees to collect or
organize support, and literacy or accounting experience if money
management is involved. An individual's willingness to pay may depend on
health status, cultural factors, social factors, value of prreeived

benefits, availability of heal-h services and preference for certain
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providers or scrvices,  The actual process we are examining is the
collection or organization of sugport which leads to an output of
support and the outcome is a sustainable support system that can be

operated by the community.

5.2 Solution Development

As descrited in the section on methodelogy. a list of possible
constratints on the range of feasible solutions was compiled. Data on
these variables was collected trom four sources: literature, rural
homesteads.,  the RHM and the chiefs. The results of the research will be

presented (n accordance with this list,

A Guogruphic/DomoQFAphic Constraints

The major constraint in this arca is the spatial distribution of the
population. The rural Swazi population tends to be thinly spread over a
wide geoeraphic region with very few population centers., The Swazi
government is placing ecmphasis on the creation of rural communities in
order to facilitate the provision of social services. At the present
time access to health care is restricted by the distance people must
travel to a clinic or hospital. This also presents a problem for the RHM

who must walk long distances to cover her 30-40 homesteads.

The egeneral demographic patterns in Swaziland are similar to many
developing countries. Fifty percent of the population is below the age
of 15, In our survey we found the average size of the homestead was 8,60
with an average of 2.3 children under the ase of 3. While extended
families are common in the rural arcas, we found only 1.2 houscholds per

homestead.,

B. General Infrastructure

The bus is the most common means of  transportation. Good
transportation links the larger cities: remoter arcas generally have one

or two buses per day. Because of the distribution of the homesteads,
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many homestcads are several kilomerers from a bus stop, Access to health
care is often constrained by the schedule of the bus transportation

which also adds to the cost of a health visit,

C. Health Status

Approximately 507 of the homesteads interviewed in the survey had at
least one member who sought health care in the four wecks prior to the
survey, The average was 1.03 visits per homestead per month., Of
homesteads secking care the major health complaints on the most recent

cneounter were:

TABLE 1

DISTRIBUTION OF DISEASES REPORTED BY

ADULTS AND CHILDREN: SEPT-OCT 19X4
Percent of

Complaint respondents children
Respiratory infections 17.5 25.4
Stomach problems 16.7 12,0
Diarrhea and vemitting 2.1 20.7
Urinary problems 8.4 1.4
Childbirth and complications 8
Measles 12.4
Other discases 34.6 15.8
Signs and symptoms 33.1 13.6

ot

A recent nutritional survey, 1953 has revealed that approximately 307
of children under 5 are stunted and 17 are wasted.,  The situation was
similar throughout the country, One group identified as at higher risk
of malnutrition was children of weaning age 15-2] months.  The report
mentioned carly weaning practices and poor nurritional weaning foods as

factors.,

D& E Cuoltural and Social Factors

In the survey we asked which type of health provider was most

recently visited,
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TABLE 2

DISTRIBUTION OF VISITS MADE TO HEALTH PROVIDERS IN
A FOUR WEEK PERIOD

Provider Child Adult Total
No N No + No o

Government Nurse 162 04.~ 190 55.9 352 59.7
Mission Nurse 560 22,4 49 14.4 105 17.8
Traditional Healer 13 5.2 30 I3.5 59 10.0
Government Doctor 11 J.4 23 6.3 34 3.8
Mission Doctor 6 2.4 4 1.2 10 1.7
Private Doctor 2 0.8 25 8.2 30 5.1

TOTAL 250 100.0 340 100.0 590  100.0

As seen in the above table, the government nurse was visited most
often by both adults and children (59.77), followed by the mission nurse
(17.87). Together they account for 777 of visits to health providers,
This is followed by doctor visits (137) and lastly visits to traditional

healers (107),

The distribution of visits of children and adults is different.
Children are attended more often by a nurse, 877 versus 7070 for adults,

Adults tend to prefer doctors and traditional healers.

When the utilization pattern is  examined by sector, government

facilities account for 657 of the visits followed by the mission sector

with 197 of the visits, Diagram 3.

Diagram 35

DISTRIBUTION OF PERSONS BY DISTRIBUTION OF PERSONS BY
HEALTH PROVIDER VISITED SECTOR OF HEALTH SERVICES USED
Sept-Oct, 1984 Sept=-Oct, 1984

of - Doctor (13%)

:‘ | | Baler
:dmﬂﬂ“mm K
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- Tradi-
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- Hlssion
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- 28 -



Children, however use goverament facilitios more than adults. 007 vorsus

.“ ". Ad

the tra

We a
and the
similar
doctors
such as
More o

such as

TABLE 3

ults, on the other hand, had a ereater utilization of services in

ditional and private soctors,

Ixo Tooked @t the types of complaints reported by the respondent
type of services sought, Tie distribution of complaints was very
between those visiting traditional healers and those visiting
and nurses. It did appear that many acute infectious complaints
colds.  flue, sore throat, diarrhea were seen by doctors nurses,
cronie unspecitied complaints were  seen by traditional healers

seneral aches and pains (Table 39,

DISTRIBUTION OF DISEASES REPORTED BY TYPE OF PROVIDER
VISITED ADULT AND CHILD VISITS COMBINED, SEPT-0CT. 10w

CONDIT]

Stomach

ON o, Traditional Doctor/Nurse
Healer

Ache, Vomittineg,

Nigestion 14 11.3 13.3
T.B.. Bronchitis, Chost

probloems : 72 8.1 0.5
Urinars . ST, Bladder 50 3.2 4.7
Childbirth, Presnancy,

Dolivery 41 3.2 3.8
Injuries, Accidents, ote, 32 3.2 3.9
Eves. Ears, Mouth 46 4.8 4.2
Other 247 17.7 23.3
Jolds, Flu, sore Throat 135 1.6 13.1
Diarrhea and Vomitting 13 3.2 10.8

Joint pain, Rheumatism,

Back Ache 25 9.7 1.8
Aching Paintul Body 41 16.1 3.0
Other Siens and Svmptoms 132 17.5 1.8
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In the survey we also asked homesteads in RHM arcas about their
willingness to suppart the RHM, 237 of the respondents were prepared to
support  the RHM financially and 047 in-kind. A disturbing factor wis
that not one of the 31 REMs interviewed felt that the community would be
willing to support them financially, mainly because they were resarded
as already carning o salary from the sovernment. Fifty percent of the
RHMs felt communities would be witiing to give them in-kind support and
in fact these RHMs were already receiving food and vegotables, Only §
chiefs were interviewed.,  One was unconditionally in favor of financial
support.  one was willing to provide support it the RHMs were properly
supervised: the other three were catesorically opposed to it,

The data frem homesteads was further anatvzed to determine if there
were any factors associdated with the willingness to support,  The only
factor identified was weosraphic arca. Other factors not associatad with
willingness to support were:  date of most recent RHM visit, mean amount
spent on health care,.  time required 1o travel to a clinie, average
waiting time, type of provider (doctor nurse), sector of health services
Jast used  (government mission, private), activities and services
performed by the RHM and existence of development committees. There were
a number of contradictory results such as arcas with the poorest RHM
coverage had the greatest number of homesteads wil ling to support.  Even
though the questions asked were very precise "how much would you give"
and "haw often". people may still have given the "polite yes" response

riather than the true answer.

Borh RHMs and the respondents felt that water and clinic services
were the wreatest priority in their arcas. Thinking that arcas scen as
priorities  would  be  supported by communitices. we  reviewed  the
evialuations of several water projects.  In oan evaluation of Swaziland

Rural Water, Sibisy (0) points out that:

"It Qs pot possible to aet people of the 'village' to Join
in for common purposes to benefit the 'village' because
there  is no village.  What  exists in  the locality are
hamesteads which are near cach other."
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The evaluation found that water committecs set up to collect money
were largely non-functioning,  The result was that one person, usually
the Headmaster of the primary school,  assumed tull responsibility,  The
report atso pointed out the people were reluctant ro contribute for a
service that is not cont olled by the community and restricted to those
contributing money.  They also point out that it is difficult to define
boundaries of communitics and conscquently which homesteads are entitled

to water,

In another evaluation by Hoadley and Green, 1083 (10), they found
community  participation was  limited to  labor.  There were no  cash

contributions bur the community was involved in planning the system.

The power structure of an area is the following. The -hief is the
formal leader of an arca and has supreme authority but senerally will
not oppose the wishes of the people and lose prestise or popularity
(1, His  control over  traditional matters is  woll recognized.,
Development committees are the most eftective where the chief uses his
authority to raise money or mobilize people.  Green also found that
people are less motivated to participate in a development project if

they have lost money in a previous project or the project had failed.
I, Economiv Factors

[he average per capita homestead cash income is 14325-475 in rural
aceas and ER20 in ourban areas or E3 J00=3, 200 per homestead adjusted tor
Ivsd (1200 The Swaziland Rural Homestoads Survey {13 found the mean
monthiv expenditure per homestead was B0, Foad purchases accounted for
the wreatesr evpendituee (47700 Serviee- ineludine health consisted of

only 5,

The rexalts of the rural survey indicated that adults had spent B30
and children E1.00 on health care in the last four weeks, Table 4 shows

the average spent in various catesories.



TABLE 4

PERSONAL EXPENDITURE ON HEALTH CARE IN THE oAST FOUR WEEKS

1TEM ADULT CHILDREN/HOMESTEAD
NO. MISAN NQ, MEAN

Doctor 571 E0.%6 454 10,20
Nurse 572 EO0.32 I%56 150,55
Medicine 572 150,52 450 10,37
Transpor 572 £0.70 430 10,36
Traditional 572 El.51 456 10.45
Healer

TOTAL 572 1£3.01 456 151,99

G. Health Scctor

Health services are provided fairly ecqually by three differer
sectors:  government,  mission and private including company run clinic
and traditional heal rs. The RHM program however is a government progra
and linked most closely with government services,  From Table §, tf
length of time spent travelling to see a government nurse or traditiona
healer was the shortest and to mission doctors and nurses the lLongest
Table 6 presents the disrribution of waiting times. There doesn't see
ta be any pattern except that traditional healers seem to be the mos

responsive,

TABLLE 3

DISTRIBUTION QFF TIME TRAVELLED BY TYPE OF PROVIDER VISITED
ADULT AND CHILD VISITS COMBINED, SEPT-0CT. 1084

PERCENT DISTRIBUTION QF TIME

Provider No, 0-30 J=00 01-120 121-0ver
min. min. min. min.
Traditional Healer A 3.2 20,8 1.2 16,7
Government Nurse 513 3.2 32.0 23.6 13.2
Government Doctor 74 4.0 32.4 40,5 23.0
Private Doctor 34 25.0 22,2 27.5 24.1
Mission Doctor 30 10,0 36,7 23.3 30.0
Mission Nurse 102 I~.5 30,0 0.4 30.2
TOTAL NN 25.5 30,8 25.1 18.0




TABLE 6

DISTRIBUTION OF WAITING TIME BY PROVIDER
ADULT AND CHILD VISITS COMBINED, SEPT-0CT, 1934

PERCENT DISTRIBUTION OF TIML

Provider No. 0-10 11-20  21-30  31-00 60-120 121+
min. min. min. min. min. min, min,

Traditional

Healer 5 70.5 4.6 4.2 0 4.2 6.2
Gov't Nurse 513 21.0 20,1 20.1 23.8 5.6 3.3
Mission

Nurse 162 21.7  23.0 21.7 25.5 5.6 2.5
Gov't Doctor 74 17.6 23.0 32.4 20.3 2.7 4.0
Mission '

Doctor 30 23.3 6.7 6.7 10.0 0 23.3
Private .

Doctor 54 38,9 9.3 20.4 9.3 3.7 18.5
TOTAL SN 24.7 23.9 20,1 21.2 5.0 5.0

The RHM program is a population based program implemented on the
basis of the Tinkhundla (a traditional administrative district). At
present 15 of the 40 Tinkhundla are covered by between §00-600 RHMs.
Each Tinkhundla can have 1-15 chiefs., 0Of the 14 chiefs' arcas selected
from Tinkhundla cﬁvorod by the RHM prosram, three areas still had no
program. 0f the 11 arcas with programs, 657 of homesteads reported at

least one visit and 327 reported no visits.

Diagram 6

DISTRIBUTION OF HOMESTEADS BY DATE OF
MOST RECENT RHM VISIT: SEPT-OCT 1984

| - Never vislited
(323)
Over 4 months ago--
(15%) i
= l

Between 2-3_.
months ago

(16%)

- Within the month
(37%)
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As can be seen dg Talile 700 the most common activity reported by the

respondent is orelated to keeping the homestead ¢lean. In general, 087 of
.

the RHM activities are related to environmentil protection, 197 to orher

preventive effores such as nutrition, immunization, pregnancy care and

-

family planning,  see Diagram 7.  Only

137 of their activities were
related to curarive services or referral. Not mentioned at all were home
deliveries, comnunivcable  discases, mental health, literacy,
collaboration with other extension workers and commun 1y development,

We also asked the 31 RHMs similar questions. Eighty-seven percent
reported that they visited homesteads with different regularity,  The
MOSt comon reasons given were the nearness of the homestead land the
level of need. The person vontacted most often in the homestead was the
women, oaly O (207) peported talking to men of the time, 557 of the RHMs
reported that people often came to them for assistance usually First Aid
or curative help,  and an additional 307 reported that this happened

occasionally,
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Diagram 7

DISTRIBUTION OF RHM ACTIVITIES
Sept-Oct, 1984

Preventive, environmental -
(68%)

- Curative

(13%)

(19%)

Part of the difficulty with the program has been the distribution of
supplies. Forty-two percent of the RHMs reported that they had no
supplies at the present time. Of those with supplies most reported
aspirin and bandages, a few had burn medicine, wound medicine and cotton

wool.

The most commonly cited problem was the difficulty experienced in
motivating the community, particularly related to digeing toilets. Avout
707 received some help from the local clinic, usually drugs or health
talks. The community offered much less support. Fifty-two percent said

no one in the community helps them. Seven cited other RHMs as a source
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TABLE 7

DISTRIBUTION OF HOMESTEADS BY THE ACTIVITIES
OF THE RHM

HOMESTEADS

No. %

Activities of RHM
No activity 2 0.6%
Advise on cleaning and sweeping yard or
homestead 288 93.2%
Advise or assistance in digging toilets 287 92.9%
Advise on bur e rubbish or digging
rubbish pi 272 88.0%
Advise on treating water, using Jik, boiling,
spring protection 199 04.4%
Advise on personal hygiene, washing clothes 130 42.1%
Giving First Aid, medication tablots 112 36.2%
Referral to clinic for treatment 94 30.4%
Advise or assistance in agriculture, cooking,
nutrition 92 29.8%
Educate, assist or refer for immunization,
child health, pregnancy care, family
planning 70 22,67
Other 10 3.2%

TOTAL 1,556
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of local help. Others mentioned were community members, chiets, Red
Cross workers and extension workers,  There wias no mention of local

development comnmittees.

H. Political and Administrative Factors

The Ministry of Health has articulated a health policy:

"to improve the health status of the Swazi people by

providing preventive,  promotive, rehabilitative  and
curative scrvices which are relevant and accessible®
(14).

Unfortunately less than 157 of the budget is spent on promotive
programs.  In  the next five year plan, there is an emphasis on

strengthening the RHM program and providing in-service training.

The major donor inputs into the programm 1081-1082 were:

Donor Estimated amount

UNICEF Pre-service training, 81-82 E30,000
Home delivery kits E 2,888

USAID Technical Assistance 81-82 E57,000

(in the form of training work-
shops on supervisory and training
skills and revision of RHM training

curriculum and costs for consultant
TOTAL R90, 333

The locally borne costs of the program arc: salaries, petrel and
miscellancous costs, In 1081 estimated expenditure was EQ1,950, of which
507 was stipends for the 226 RHMs. By 1985-86, rthe costs will have
doubled to EIN4.650, 627 of which will be  for stipends for 501 RHMs.
The amount will probably double again before the entire country 1is

covered,

- 37 -


http:El5'4.6O

USAID' s wstated pricvities are for prowrams effecting those children

under two years especially ORT, nutrition suiveillance and immunizition,

UNICEF's woals alse stress children under 5: again cmphasizing ORT,

nutrition surveillannee and immunization.

Communities are already fundineg a number of self-help local projects;
schools, clinies ete, Because many of' these projects are fragmented, the
total cost to communities is probably arossly underestimated. In a study
by Green (15), he found that in addition to the traditional communitics,
there was an averagse of 0.6 development committees in a chief's aroa:
school,  woman's, farmer's, cattle and clinic were the most commen. Many
of these have fund raising as a principal goal. In spite of the
diversity of the development  committees  most people  cired, the
traditional  committees  were the  most effective  in  dealing  with
development problems.  In our study most homesteads were unaware of any
development  committees in their arcas. The cffectiveness of  these

committees is of question.

The conclusion at this stage was that the community was reluctant to
support the RHMs financially for the services they received, principally
health cducarion.  But that there wis 4 need for a PHC worker at the
community level as ovidenced by the 37 of RHMs who reported people
secking them out tfor health care.  The reluctance of the community to
offor support seemed to be based on o combination of factors.  There are
many demands on their time and resources and so they are unwilling to
take on another burden unless they can perceive a value from it or it is
seen asow o high priorvity.  This was not the case with the current  RHM
activities,  We were able to tdentify theee arcas where the system broke

down: (Diagram N).

poor voverage of the community:  Many homesteads in an area

had  never  been visited by an RHM  and  others only
infrequently.  The numerical  lack  of RHMs their  poor
distribution within the community and the lack of sufficient
incentive can explain this., Another diftficulty was that the
boundaries of a clinic catchment area and those of RHMs!

areas did not always correspond.
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poor support from the Ministry: We found that many RHMs had

no  first aid  supplies  or medicines and  had  little
supervision, Their activities focussed primarily on
environmental sanitation, an areca where the Ministry had a
weak infrastructure and this area did not correspond to the
current priorities expressed in  the Ministry's Five Year
Plan and arcas of doner support which are ORS, immunization,
nutrition surveillance and pre-matal care, We also found the
Ministry very reluctant to support the curative role of the
RHM and preferred to regard them as purely health education

workers.

poor community support: We found that RHMs had very litele

routine contact with members of the commmity such as the
chief and development committees and that their activities
were not consistent with the communities’ priorities, i.c.
water and curative servives, While many homesteads offered
in~kind support, most felt that the RHMs were adequately

supported by the Ministry,
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DIAGRAM 8 SYSTEMS ANALYSIS OF THE RELUCTANCE TO SUPPORT THE RHM
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Much of this could probably have been predicred from the literatvre.
However, we had not anticipated the degree to which the RHM had
concentrated on only a few activities out of the many she/he was trained
in, and the poor coverage of homesteads by the RHMs' services. In
general,  we found that most RHM: were trying to do their job bur were

hecoming increasingly frustrated with their work.

On the basis of the problem analysis, we held discussions with
Ministry of Health personnel. From these discussions we were able to
compile a List of the decision variables and constraints relevant to the
operational problem: i.ce. what is the most appropriate method to sustain
the RHM.

Decision Variables: Types of activities performed by the RHM

Constraints: -  They must be a community priority

-~ They must meet MOH priorities and be an area
of sufficient resources

- They must require minimal supervision

- They must require minimal supplies

- They must motivate and give the RHM incentive

-  They must be acceptable to the MOH

- They must require no outside funding

- They must generate community support

~ They must require a short implementation
period

-  They must require a short training period.

Decision Variables: Structurc of the support scheme.

Constrain - RHM responsibilities are primarily
preventive

- Clinic population is different from RHM area

- It must be easy to administer

- 41 -



Decision Variables: Geowraphic area

Constraints: - There must be a conmunity organjzdtion
~  The chief must be interested in the project
- The local clinic nurse  and  district
supervisor must be interested.

- The scheme must  be closely monitored and

followed-up

Had we not done the problem analysis,  we would have designed and
implemented o funding  scheme  assuming  all  the RHMs  were working
according ro their job descriprion. The scheme most certainty would have
failed making communitics cven more reluctant  to undertake  support
schemes in the furure. Onee we accepted the idea that the activities of
the RHM might have to be redirected,  developing alternative solutions

became a straicht forward task.

Two matricies were coreated. One for RHM acrivities and one for

incentives.

The first matrix, Diagram 9, on activities was derived from comments
of  RHMs, experience  of  other  projects, discussions with health
professionals and the results of the community survey. Across the top
are listed the constraints and along the side the possible activities of
the RHM. A scoring scheme was developed where it the type of acrivity
satisfied the requirement o the constraint: to a high degree we gave it
a -ooor (2200 to a moderate degree a o« oor ((1): to a negative degree a -
or {(=1) or to a very negative degree a -- or (=2).  We totalled the
scores and  the alternative scoring the highest was to reinforce primary
health  care  skills. The  other  three  arcas: to extend  RHM
sesponsibilivies to include more curarive duties;  to include  home
deliveries and to inciude family planning are still very worthwhile and
should be encouraged. The constraints that we tfound may not always exist
and these activities can be considered as part of an RHM program in the
furure, At rthis point in time, they would have been far too ambitious an

undertaking for the PRICOR project,
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Diagram 9

MATRIX OF ACTIVITIES OF RURAL HEALTH MOTIVATORS VERSUS CONSTRAINTS
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The three PHC arcas scelected for reintforcement were:

1. Examination of  immunization records and  promotion of

immmization

2. Promotion of ORT
R Introduction of growth monitoring as an RHM activity and

provision of portable hanging scales for home weighing of

infants,

The second matrix was on the type of incentive. The final decision on
the method vests with the community.  An analysis of incentives was done
in order to better present them to the community. The list of methods
was generated from discussions with RHMs,  experience on other projects,
the  literature  and  discussions  with  health  professionals, Four
possibilities were ruled out immediately. Fee for service and drug sales
were eliminated because the RHMs offered no curative services or drugs.
A clinic surcharse was excluded because the population using the clinic
and paying the surcharge is different from those receiving services from
the RHMs.  Sibisi (10) has shown that unless failure to contribute to a
program denies the homestead the right to that particular service, the
program will fail. It would have been administratively very difficult to
ensure that only people paving a surcharge were visited by an RHM. If a
person s healthy he may not g0 to a clinic or he may choose one in a

different area.

Fines for non-compliance was also felt to be difficult te administer.
By this we meant that homesteads failing to follow the advice of the RHM
would be penalized.  Since the chiet could not be depended on to collect

the fines, this scheme was rejected.

The prepayment  schemes  seemed to be the most practical and the
easiest to administer, At this peint we did not specify whether the
prepayment  should be  in-cash or in-kind. We did carry out a crude
sensitivity rest to see what amount of cash would be appropriate. We
want  to emphasize that the final decision on the method of support
remiins with the community, the PRICOR staff can offer guidance and

suggestions but cannot impose a particular system on a community.
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Diagram 10

MATRIX OF METHOD OF SUPPORT VERSUS CONSTRAINTS

NO CURATIVE SERVICES
OFFERED (NO DRUGS)
CLINIC POPULATION
DIFFFRENT FRCM RHM
EASE OF ADMINISTRATION

AREAS

PREPAYMENT ++ ++ ++

FINES FOR NON-COMPLIANCE

CLINIC SURCHARGE

DRUG SALES <

FEE FOR SERVICE ///
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Our sensitivity analysis was as follows:

i. The govermment set minimum wage for unskilled workers in the
agricultural sector is E1,37 per day or E13.70 for 10 days

work.,

b. The RHM is currently receiving E20 for part—time work or the
equivalent of EJ0 for full-time. She has requested  an
additional E20 which would bring her compensation to

E40/month, (part-time).

Lo}

The average monthly income per capita per rural homestead is
E35-40 (17).

d. The fees charged by other community projects such as water
projects are E10-15 per homestead per year. Our fees should
not exceed this, We made a table of what various

contributions would be for different levels of RHM stipend,

RHM stipend MOH Community Homestead:
contribution contribution contribution
E40/month E20/month £20/month E0.67/month
ES.00/ycar
E30/month £20/month E10/month EO0.33/month
E4.00/ycar
E20/month E20?month 0 0

based on 30 homestcads in an RHM area

The conclusion reached by  the project was that given the other
responsibilities of communities and the low value placed on the services

of the RHM, the middle alternative was the most appropriate,

From the literature there scems to have been less experience in
Africa with the prepayment type of scheme than with the more acceptable
fee for services or drug sales. In particular sustaining any regular
tunding for a primary preventive promotive program has proven difficult.
For this reason, the choice of an area for the field test is very

important to the success or failure of the solution. Communities arc at
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different levels of development in terms of Jlocal organization and
interest in health related matters.  They also differ in their access to
sufficient cash income that would enable them to support a financial
scheme,  Based on the constraints developed in the problem analysis, the
following criteric were drawn up for the selection of the field test

afeda s

L. The area 1ould be a single chieftaincy with 5-10 RHMs
working .nc ¢ and reasonably closc to the University to
permit monitoring and follow-up.

2. It should have a health committee and have shown some

interest in health matters.

3. The chief must support the scheme of community support of
RHMs
4. The local clinic nurse and district Nurse Supervisor must

be willing to become involved.

Conducting a field test under such optimum conditions means that if
successful the results cannot be generalized to the entire country,
However if it fails in this specially selected arca, it is unlikely to
succeed anywherc.  Since more and more emphasis s being placed on
community self-help schemes the results could offer some guidelines for

future projects,
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5.3 SOLUTION VALIDATION PHASE: THE FIELD TEST

5.3.1. Introduction

At the conclusion of the solution development phase a field test was
designed which would investigate rwo components,  The first involved
redirecting of the field test RHMs' activities by reinforcine selected
primary health  care  (PHC)  skills and  the introduction of growth
monitoring into the realm of RHM activities. The second component was to
pilot & community based support scheme for RHMs.,  The field test

objectives were delineated from these goals as follows:

Fileld Test Objectives

A Reinforcement of PHC Skills

1. Present a review of Oral Rehydration Therapy (ORT). On

completion of the session the RHMs should be able to:

N list signs and symptoms of dehydration
b. describe preparation of sugar-salt solution

(5SS) and its proper administration

¢ deseribe and promote the use of a 58§ kit,
2. Present a review of immunizable childhood discases and
the  MOH recommended vaccination  schedule. On

completion of the course, the RHM should be able to:

a, Examine «  childs  immunization card and
determine  the  childs  current  immunization
status

b. Refer those children identitied as

inadequately immunized to the clinic
3. Introduce the new MOH  child growth card. Give

instruction and stress the theory and practice of

growth monitoring., The RHM should be able to:

- 48 -



a. Issue a child orowth card and complete all

the biographical data for a child

b. Accurately weigh a child under 2 years old
using a portable hanging scale and plot the

weight on the growth chart

c. Interpret the growth curve of a given child

and discuss the implications with the mother

d. Give advice on improving infant nutrition if

the child does not gair weight for one month

e, Refer children that are identified as not
gaining weight over a period of two months to

the clinic nurse.
B. Community Based RHM Support Scheme

L. The fiecld test community will consider possible forms
of  prepayment support schemes and choose the most

appropriate method.

2, Mobilization of community resources will occur to

implement the designated support scheme.

3. The RHMs wi'' receive compensation from the community

for their work.
5.3.2 Background

The chiefdom is the wunit of local government organization in
Swaziland., The leadership hierarchy is headed by the chief, whose
position is hereditary. Chicfs may allocate land, call on their subjects
te deliver labor services, and approve or disapprove development
projects in their arcas. He is assisted by a deputy (iEEXEﬂﬂ) who does
most of the daily administrative work of the area. Both the chief and

his indvuna are expected to consult a council of eclders (libandla) for
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Input towards making decisions or exercising authority. A third position
within the local wovernment is that of chief's runner (uneijimi).  This
individual performs tasks for rthe chief such as collectine fines and

relaying messages {(18),

When the chief dies,  the indvuna of the community tills the position
until such time as a new chief is appointed. This time in which the

indvuna serves as interim chief can be quite protracted.

The community of Ntondozi was identified as meetine the four criteria
extablished for the ficld test site at the conclusion of the solution
development phase,  The indvuna,  who has been servine as interim chief
sinee 10N, expressed a strong interest in his community assuming more
responsibility for supporring its eight RHMs.  The iocal clinic was
sitaared in Luyengo,  approximately 20 minutes by bus from Stondozi. The
clinic's Public Health Nurse took an active role in providing in-service
training and supplies to the RHMs.  She was deeply committed to helping
them solve problems and would make home-visits with them as needed.

The cliniv also had @ local health committee associated with it, This
committee had been instrumental in improving conditions at the clinic by
levying a clinic surcharge to collect funds tor expansion and addition
of @ maternity wing., A portion of the funds had been used to fence the
clinic area and build a gnard house to improve security,  Unfortunately
this committee was disbanded shortly after the field tests inception
because of o dispute concerning the representation of the committee's

memborship,

The  Stondozi chieftainship is  comprised  of 354 homesteads.
Geographically it is guite varied, with the majority of it's inhabitants
iving in the Lusutfu viver valley and on the lower sltopes of the
mountain chain that transverses the arca, The remaining population lives
on widely scattered homesteads in the mountains. which rise 500 metres
above the valley floor. The varied topography and poor road conditions
can make transportation and communications within the Ntondozi communi ty

protracted and difficulr,
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At the time the PRICOR tiold test was conducted there was another

development project underway in Ntondozi.  This project was coordinatoed
by a local Peace Corps volunveer.  Its aim was to chock the severe soil

crosion occuring at two sites by planting trees.

The Ntondozi RHMs are all women,  with a mean age of J1. Their
educational level rvanges from J to N years of formal schooling. The mean
cducational level was 5.5 years of formal schooling.  Their distribution
in the community gives 0 RHMs responsibility for the valley population
and Teaves 2 RHMs to serve the mountain inhabitants. These two have the
exceptionally difficult task  traversing torrain aceessible only on foot

and being responsible for Larger areas than their valley counterparts,

For purposes of the PRICOR ricld test the Public Health Unit (PHU)
designited the Mankavane arca Nurse Supervisor as the representative to
the communiry,  She participated in all meetings held with the indvuna
and his council of elders as well as the general comnunity meceting. Her
role as supervisor of the area RHMs was  instrumental in monitoring

progress of the field rest.,

It has been the national governments policy to cncourage rescttlement
of rural communitics in order to facilitate the provision of services
such as water and celectricity,  The resettlement plans for Ntondezi call
for the homesteads to be moved down off  the mountain slopes  and
positioned in rows parallel to the main read.  The evaluation survey
revealed N7.57 of the respondents had been rescttled, with 51,67 of

these having moved in the previous 12 months.

Onve the site was selected, the field test design allocated one month
to allow for meetings to be held with the appropriate leaders and
general community. The RHMs received a two day refresher course during

this initiation phasc.

Once the PHC and support components were established the field test
was  left to run for 6 months with a minimum of input from the
investigators. Visits were made to homesteads with cach RHM to assess
the level of competence they had  achieved in pertorming growth

monitoring, Ficld test monitoring consisted of an investigator being
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nresent at the monthly RHM payday to help solve any problems that arose,
Two meetings were held with indvuna and his council during the 6 month

period to discuss progress on the community support component.

An evaluation survey was performed after the field test had been in
place 0.5 months. The survey was taken from a representative random
sample from cach RHM's area. The criteria established for evaluation of
the ficeld test were taken directly from the objectives. In addition, the

RHMs, chief's runner, and clinic nurse were interviewed.

The relatively short period of investigation stands as limiting
factor for the field test. The small size of the evaluation survey
sample (64) also limits the conclusions that can be drawn from it.
Finally, it must be remembered that Swazi communities arce far from
homogeneous.,  They vary tremendously in factors such as geography,
availability of health services, as well as chiefs leadership style and
orientation to development. This variability makes it difficult to

extrapolate the field test results to other communities.
5.3.3 RHM Performance

Ideally, an RHM should have 30 to 40 homestcads which she visits once
a month. The Ntondozi RHMs were assigned an average of 45 homesteads
cach by the chief's runner (umgijimi) on completing their training
course in August 1982, At the time of the ficld test evaluation survey
in February 1986 the distribution had become quite unbalanced, with two
RHMs having less than 35 assigned homesteads, two others with over 50,
and one RHM listing 60 homesteads. This maldistribution probably came
about as a result of the massive rescttlement activity in the community
within the last two ycars. Two RHMs with adjacent areas chose to

redistribute homesteads between their lists to make them even.

A. Frequency of RHM Visit

Sixty-three of the sixty-four homesteads sampled (98.4%) said they
had been visited by an RHM. Among homestcads visited, 48.2% had received
a visit from the RHM within the last month, while 83.6% had reccived

visits within the preceding two months (see Diagram 11). Compared to
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national averages found in the 1983 survey {sce Diagram 0), the Ntondozi
RHMs were making significantly more frequent visits than their national

counterparts,

Diagram 11

DISTRIBUTION OF HOMESTEADS BY DATE OF MOST RECENT RHM
VISIT : NTONDOZI, FEBRUARY 1056

Within 1 month - A
(49.2%) (1
]
h x': r- over 6 months
1 - 2 months - E \ (6.6%)
(34.4%) = Y
? 2 - 6 months
= (9.8%)

The occurance of the last visit was analysed in relation to distance
. - (1) . . S .
from the chief's kraal and perceived change in visit frequency with

no significant relationships found.

In an attempt to assess whether the field test intervention had
influenced RHM visit frequency, people surveyed were asked whether the
RHM visit frequency had changed in the last six months. Respondents
indicating no change came to 65,57 while 25,17 said there had been a

changeo From these responses it can be inferred that the RHMs were

The chiefs' kraal serves as the meeting site for local traditional

government,



active and making visits at appropriate intervals prior to the field
test interventions, and they did not alter their visitation pattern in

ensuing months,

Of the 23,17 of respondents who felt the RHM visit frequency had
changed., 107 felt they were receiving more frequent visits now and 837
felt the visits were less frequent in the last six months  than
previously. There was a very similar distribution of responses when only
the homesteads  with one  or more  children under 2. years  were
considered.  No significant findings appeared when this factor was
analysed by individual RHM. It was hypothesized that an increase in
visits would occur over the course of the ficld test. Rural women
however, often bear rthe major reponsibility for cultivating maize, and
as the growing scason overlapped with the field test the RHMs role as

farmer may have taken precedence over her RHM responsibilities,

The RHM questionaire reveals that all cight of the RHMs state that
they visit homesteads with different rvegularity, Reasons for this

included the level of need, distance and receptivity of the homestead.

The question was asked of the survey respondents; would they like
more frequent visits by the RHMs?  The majority, %29 indicated that they

would. Of these, most specified that weekly visits would be ideal.
B. RHM Activities

I't was hyphothesized that there would be a measurable change in the
distribution of activities of the RHM, with a higher proportion of
activities corresponding to those topics covered in the field test
refresher course.  In order to test this, an open-ended question was
asked concerning the content of the RHMs' activities (see Table 8).
These activities were condensed into three catagories; preventive
environmental topics such as  toilet construction, curative topics,
including diarrheal treatment and "preventive: other", which include
immunizations and growth monitoring (sece Diagram 12). When compared to
1984 findings displayed in Diagram 6, it becomes clear that the field

test hypothesis was not borne out.
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When asked if there had been a change in the topics discussed by the
RHM in the last six months, 350,17 of the respondeats answered no.  This
proportion dropped to 45,07 when only homesteads with children under 2.5
years were considered. When this question was analysed by individual RHM

there was no signiticant differences between them.
[

TABLE <
DISTRIBUTION OF HOMESTEADS BY THE ACTIVITIES
OF THE RHM : NTONDOZL, FEBRUARY, 1030

Homesteads (n = 603)

Activities of RHM Number Percent

Advise on cleaning and sweeping vard on
homestoad 52 82.5
Advise or assistance in digeging toilets 35 87.3

At

Advise on burying rubbish or digeing rubbish

pits 39 61.9
Advise on treating water, using Jik,

boiling, spring protection 10 [5.9
Advise on personal hysiene, washing clothes 8 12.7
Givineg First Ald., medication, tablers 2 3.2
Referral to clinic for treatment 2 3.2

Educate about dome treatment for diarrheal

illness in children 36 57.1
Advise or assistance in agriculture, cooking,

nutrition G 14.3
Educate, assist, or retfer for imnmunizations 17 26,9
Weighed intant and wrote on srowth card 5 7.9

Educate, assist, or refer for pregnancy care,
family planning 4 6.3
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Diagram 12

DISTRIBUTION OF RHM ACTIVITIES: NTONDOZI, FEB 1980

Preventive: environmental -
(68.6%)

- Curative
(16.7%)

- Preventive: other
(14.7%)

The absence of the predicted shift in activities has several possible
explanations. All three PHC topics that were presented to the RHMs are
also topics that the clinic nurse is likely to address during a childs
clinic visir. Since the message has two sources, the respondent may tend
to attribute the origin to the source of higher authority, namely the
nurse.  This line of reasoning alse explains why homestead cleanliness
and Jatrine construction receive such high ratings; Dbecause the RHM is
tikely to be the only source of these messages. Likewise, the RHM may

have a tendency to stress activities that are unique to her position,

C. Urility of RHM Visit

Asked if they for * the RHMs visit useful, 89.1% of the respondents
said yes. When o ace to explain in what way they found the visit useful

i variety of reasons emerged (see Table 9),
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TABLE 9 ]
UTILITY OF RHM VISIT: NTONDOZI, FEB., 1056

Homesteads (n - 63)

Number Percent
Useful:
Tablets or Immediate Treatment 20 31.3%
Homestead improved 15 23.4%
We are in better health 5 7.8%
Other 13 20.3%
Not Usctul 3 4.7°

ALl three  respondents  stating the RHMs  visit was  not  useful
specifically noted that they were given no tablets., This, in combination
with the high frequency of  responses mentioning  the RHMs  curative
functioning (tablets or immediate treatment) indicates the community's
tendency to perceive the RHM in a curative role rather than a primarily

perventive one.

D, RHM Attitudes/Perceptions

When the RHMs were asked if they felt the community appreciated their
work, scven answered aftfirmatively while one said the community had
given her no indication. Asked to explain, three RHMs said the community
was happy  with their work and one indicated that the indvuna was
pleased. Several RHMs  mentioned specific activities such as oral
rehydration therapy.,  problem solvine and improving the standard of

living as being reasons for community approval.

All cight RHMs stated that they perceived a change in the community's
attitude toward their work since the PRICOR ficld test began,  Two of
them indicated that there was better community response to their health
teachings now, while six stated that people were happy to have their
infants weighed at home. Six of the RHMs also indicated that more people
were coming to them about childrens health problems than prior to the
ficld test.  This observation indicates the impact of the refresher
course may have been to brenden the commumnity!'s perception of the RHMs

role in relation to childrens health.
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K. Job Satisfaction

The RHMs were asked to indicate what aspects of their work they found
most enjoyable. Seven indicated that they felt the community appreciated
their work,  Four of them tound having people respond to their teachings
to be satisfying, while two stated they felt their work had given people
a better standard of living, Learning new things was enjoyable for two
of the RHMs.  Only one RHM mentioned the income as a  source of

gratification from the job.

Khen asked to talk about the frustrations of their job all cight RHMs
mentioned the difficulties of trying to work with people who refused to
listen, Two RHMs complained of vicious dogs and one about the distance
she was expected to cover. Two complaints related to income. One RHM
sald E.20 wasn't sufficient while another explained that she had a home
business which would bring much more income if she could devote more

time to it,

A very significant issue raised by four of the RHMs was that their
husbands objected to their work. When claborating on this, two of them
indicated that they had to neglect their responsibilities at home in
order to perform their RHM visits.,  Another explained that her husband
objected "because of the problems I usually meet in some homesteads!.
When this factor was compared to the survey question relating to
perceived change in visit  frequency,  those RHMs with  husbands who
objected were not perceived as visiting significantly less frequently,
Obviously, if the RHMs' job is a source of marital conflict it is a

serious detraction indeed.

This issue of husband dissatisfaction arose in the initial meeting
with the indvuna and his council of elders. The indvuna stated that some
RHMs were not working well because of their husbands. These men, he said
were suspicious of what their wives did when they were away from the
homesteads for long periods of time. He went on to explain that the
PRICOR investigators should call a mecting of the RHMs' husbands to try

and enlighten them about the RHMs responsibilities. In consultation with
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the PHU  representative it was decided that  this  sesture would  be
unnecessary. o oretrospect, it omay have been a disservice to the BHMs

not to have acted on the indvuna's suseestion,

Finally.  the RHMs were asked how the PRICOR project misght have
benefited them. Seven stated that they were happy to have learned how to
weigh  children, three  mentioned  immunization  information and  one
mentioned ORT.  Two of the RHMs said they were now more interested in
their work,  The support component was not mentioned as a perceived

benefit,
5.3.4 PHC Skills Component
A Immunizations

A special referral slip was distributed to the RHMs at the end of the
refresher  course  which  they  were  instructed  to put inside an
immuniziation card when they reviewed the record and found the child wis
duc for another immunization, The clinic nurse and two mobile clinics
operating in the arca were asked to collect these referral stips for the
rescarchers, A total of 2% peferral slips were collected from the 3
clinic sites in the fiest four months of the ficld test.  No further
stips were collected in the last two months., It was discovered later
than some of the ¢linic staff had been disposing of the referral slips,
so the actual numbers were probably higher. An additional three slips
were  tound on homesteads by the  interviewers during the evaluation
survey.  Thus it appears there was a good rate of compliance for mothers

In response to an RHMs' referral to the olinic tor immunizations.

[t is important ro note that the clinic nurse indicated on more than
one occision that she had seen a dramatic increase in the number of

children arvivineg trom Ntondozi for immunizations.

When asked an open-ended question concerning RHM activities, 26.97 of
the survey respondents mentioned that the RHM discussed immunizations.
When asked divectly if the RHM had ever talked about immunizations 85,97
answered ves, and on homesteads with one or more children under 2.5

Years of age this rose to 07,37,



The immumizavion status of the ohildren agad 1 vear

to 2.5 vears old

was examined and compared to results of a4 national survey conducted by

Swaziland MOH for the Expanded Program for Immunization in Decembor 183

(19),

TABLE 10

IMMUNIZATION STATUS (AGE: 1-2.5 YEARS)

M.OH. PRICOR
suryey survey
(Dec 1985) (Feb 1936)
(n - S52) (n = 27)
Status
1. Fully Immunized 51.25% 51,57
(full course of BCG, DPT,
OPV, & Measles)
2. Partially Immunized 44.75% 40.7%
3. Not Immunized 4.0 7.5
100,07, 100.0%

The immunization status of the Ntondozi 1-2.5 yecar
cousistent with national averages. in spite of the RHM

intervention and subsequent referrals.

The immunization status of children aged 2 months

-

was also examined.

TABLE 11
IMMUNIZATION STATUS (AGE: 2-12 MONTHS)

olds sampled is

refresher course

to 12 months old

Status (n=17)
1. Fully Immunized For Age 33.3%
(up to date on immunization
schedule)
2. Partially Immunized For Ace 50.0%
(more than 1 mo. late on
immunization schedule)
3. Not Immunized 16.7%

100,07




No national figures oxist for this age group, but it these resultes
can be presumed to be consistent with national averazes, the population
of under one year old children are simificantly less protected by

immunizations than their older siblings,
An intensive national immunization campaien was initiated in October
1055 which is expectaed to dramatically increase the number of fully

immunized children in 10N0,

. araal Rehydration Therapy

Qral vehydration therapy (ORT) was the other PHC topic reviewed in
the course wiven for the Ntondozi RHMs.  On the evaluation survey an
open-ended  question concerning RHM activities revealed 57.17 of the
respondents mcnriunin:‘ that  the RHMs  discussed hame  treatment  for
diarrheal illnesses in children. When asked specifically whether the RHM
talked about this topic, 03.37 of the respondents answered ves.,  Sixty-
three (UN 7)Y of  the sixty-tour respondents  stated  that  they  used
sugar-salt solution (8884 when a chitd had diarrhea, while the remaining
respondent said the child with diarrhea was taken to the clinic.  From
this response, it appears that the use of SSS as a heme treatment for

infant diarrhea has scod aceeptance in the Ntondozi community.,

A national campaiten was conducted from September 108 to April 103§
toenvourage the proper use of  the sugar-salt solution among  rural
mothers in response to infant diarchea. In relation to RHMs contribution
to this campaien,  the preliminary results of the as yet unpublished
national  survey (MMHP USAID 1053) show that 20,07 (n J30) of the
homesteads were visited by the REM. However,  in the PRICOR survey, a
hicher number of homesteads,  O~,47,0 04) had been visited by the
RHM. 0f the 3o.37 visited by the RHM in the national survey, 107 stated
that the RHM had discussed diaveheal treeatment and in the PRICOR survey
of those visited by the RHM. 57,17 stated that diarrheal treatment had
been discussed. It should be pointed out that the discrepancies between

the national survey and tne PRICOR survey are probably due to the fact


http:MlIII('.SA

that RHMs in the Nrondezi area in the PRICOR survey were exceptional by

active by national standards and ORT was emphasized in the refresher

course for these RHMs.
Both surveys also tried to identify the rural homesteads sources of
Iinformation concerning the use of sugar-salt solution.

TABLE 12

SS85 MIXTURE: SOURCE OF INFORMATION

National Survey  PRICOR Survey

(n 431 (n  04)
Seurce
1. Rural Health Motivator 6.7 90,07
(RHM)
2. Radio 62,07 45.3%
3. Clinic Nurse 560.8° 21.97

When asked for sources of 885 knowledse in the PRICOR survey, it
would be likely that the respondent would list the RHM because all the
previous survey questions have dealt with the RHM.  This response by

assaciation may account for the large discrepancy between surveys,

The national campitian focussed on transmittine knowledze about the
proper way to mix the sugar-salt solution.  The recommended formula for
the campaien was 1 litre boiled water, N caps of suzar, and Y ocap sale,
This wis o chanue from the formula recommended previously which called
For 1 vap salt (o possibly tovic amount )b, The post—campaian national
survey found 20,07 (n J300 of the respondents could give the correct
amounts of ol three ineredients in SSS. while the PRICOR survey
respondent ~ wave the correct formula 35,07 (n 04 of the time. This
increase n knowledee over national averarses within the field test arca
coudd  beexplained by the frequency of  RHM contacts  and  messages

concerning the treatment of diarrhea in infants.

- 62 -



TABLE 13

KNOWLEDGE OF SUGAR-SALT SOLUTION

Knowledee Number Percent

Knew correct amounts for all three
ingredients 23 35.9

Knew correct amounts for water and

sugar but using one cap salt 15 23.4
Gave incorrect amounts 10 25,0
Could not give amounts 10 15.0

Total ¥} 100.0

The ract that 0517 of the people surveved said that SSS was used to
treat infant diarrhea is admirable, but only 35.97 of them would mix the
correct selution. Combining those who save incorrect formulas with those
who wave the old formula usine one cap  salt, there are 45,47 of
respondents who would make cither ineffective or potentially harmful
solutions, Evidently, continued education messages from all sources are

still very necessary in order to achieve the goial of correct use of SSS.

Another campaien message advocated the making of a rehvdeatrion Kit,
Each homestead was asked to put together a litre betrle, a bottle cap, a
spoon and cup and a supply of both susar and salt:  and to keep these
items in a bae to be used when children had diarrhea.  The national
survey found less than theee percent of their sample could produce the
recomnended  kit,  The PRICOR survey tound 10.97 of  the sample could
produce @ kit, and when only homesteads with children under 2.5 years
are considered the proportion havine o kit prises to 16,27, ALl of the
Kits produced were  examined  and approximately half contained every
recommended item. Such o significant increase in this tangible measure
oft the acceptance of ORT almost one vear after the campaigns conclusion

could be artributed to the teaching efforts of the RHMs.
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O Growth Monttoring

The Swaziland  National Sutrition Status Survey conducted in 1083
showed that 307 of rural children under the arte of 5 have retarded
Pincar srowth,  or are “stunted™ (200, For this reason, the Ministry of
Health MO i~ placing o ercater comphasis on child ziowth monitoring
and has developed o new child health card tor recording weight tor age
readings  as o owell as immmizations, At the suggestion  of PHU
of tiviats,  growth monitorine was included in the PRICOR ficld test

objectives,

The two day refresher course was  largely devered to the topic of
growth monitoring.,  Course content included the introduction of the
concept of growth monitoring vith instruction and practice of the skills
needed to weish,  record and interpret the sraph for mothers in the home
setting,  Guidelines were given for the course of action to take when a
arowth problem was ident ied. Time constraints tforced the course to
prosent nutritional advice only as a briet review, At the conclusion of
the course the RHM trainers expressed the concern that sufficient time
had not been available for supervised practice of weighing and plotting

woeileht ~,

Throuchout the course,  the RHMs' pesponse to srowth monitoring was
enthusiastic,  They reported having often been questioned by mothers
about the eraph, but they had no idea of its use. While working in the
clinic, BHMs many times were assienced the task of weishine children, but

they never anderstood the purpese of the exercise,

\tothe vonclusion of the course rthe RHMs were issued with portablo
hangine seales provided by UNICEE and o supply of the child srwoth cards
whiclh were replenished at resubar intervals,  They were instrocted to
issueerowth  cards and weivh children under 20 years old  on the

homesteads they visitoed,

_64_



Within 2 months of the completion of the refresher course a minimum
of 4 homevisits were made with cach RHM. The purpose of thse homevisits
wis  to assess the proficiency with which growth monitoring was being
performed and to provide additional instruction if necessary. Below is a

summary of observations made from these field visits.

1. ALL S RHMs were able to start a new growth card for child

neatly and accurately.

2. Finding a place to hang the portable scale on the homestead
wits never a problem.  There was always a tree, roof beam or

rrain storage structure which served the urposce,
g pury

3. Four of thc.cighr RHMs nceded to be reminded to zero the

scale before weighing cach child.

4. All 8 of the RHMs demonstrated the ability to read the scale

accurately.

5. The moat  frequent area  of  instruction given involved
plotting the weights. Only one of the RHMs was consistently
unable. to find the correct X and Y axis and plot the point.
[t should be noted that her formal cducational level was

below the group average,

6. Only one child over the age of one year was weighed by the
RHMs. QOlder children tend to struggle and cry while in the

pants sling of the scale and make the task very difficult,

7. All the RHMs were observed offering advice when the slope of
the line was flat or descending. Referrals to the clinic and
suggestions  about nutrition were  given. However,
cexplanations and encouragement were not given when the slope

was ascending.,
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8. Four of the RHMs weished a child and noted the weight or
stated they would remember it until they were home where
they intended to write up the child growth card and bring it

to the mother on the next visit,

The clinic nurse reported that she had been allowing the Ntondozi
RAMs  to weigh children and plot the weights when they worked in the
cliniv cach month.  Her observation wis that all of them appeared to be

proficient at the task,

In the field test evaluation survey, 04.07 of those homesteads with
at least one child under 2.5 years old were able to produce a child
growth card.  Forty percent of those cards had two or more weights
plotted on the graph.  Taking into consideration that the MOH did not
complete distribution of the new child growth cards to the rural clinics
until S months prior te the survey, and that they envisioned clinics
gradually phasing—in the cards, 64.97 becomes very impressive. This high
card possession rate is most likely the direct consequence of the RHMs

cfforts during the field test phase.

Of the children in possession of a growth card, 75% had been weighed
on the homestead by a RHM., In 4 instances a respondent indicated the

RHM had weighed o child but no growth card was present,

Among the homesteads where a child was weighed., 850 of respondents
reported that it was a useful service. When asked in what way the growth
monitoring was useful, 037 srated that they were able to see if the
child was arowing well and 407 mentioned that fewer olinic visits wore
necessary. It s interesting to note that one of the respondents who
cliimed home weiching was not useful went on to explain that one weight

could not tell her it her child was growing well,

There were d more respondents reporting that the RHM discussed how
well o child was growing than reported the RHM weighing a child.,  The
observed reluctance on the part of the RHMs to weigh older infants (|
yvear) may have led to their chosing to only offer advice in such

instances.

- 66 -



5.3.4 Community Support Component

A, Community Organization Events

Two meetings were held in July, 1055 with Ntondozi's indvuna and his
Libandla in order to introduce the PRICOR field test and its objectives,
These leaders agreed that Ntondozi would welcome such a project and they
tentatively indicated  that  in-kind  donations would be  the most

appropriate means of the community supporting the RHMs.

A general community mecting was held in September,  and approximately
250 to 300 people from the community attended. Presentations introducing
the PRICOR ficld test and its objectives were made.  After two hours of
discussion, the consensus was that the community would compensate the
RHM, and in-kind donations was the most acceptable suggested method, but
that there should be additional meetings held in order to consider the

problem turther,

In the month following this meeting, the RHMs were informed that a
picce of land would be designated for them. They would be expected to
provide the material inputs like seed, while the comuunity would provide
all the labor needed to produce a crop.  The harves* could then be

divided smong the S RHMs,

A meeting was held in November with the indvuna and his libandla to
contfirm this reported plan and discuss details, During the meeting, it
was explained by the indvuna that  the community felt it was more
Appropriate to compensiate the RHM with labor, since this was the form of
contribution she made to the community and  she was often foreed to
neglect her home as a result. Land had already been desisnated he said,
and the community now wanied to hear from the RHMs about what crop they
wanted to have planted.  He was careful to point out that cach RHM would
be free to dispose of her portion of the crop as she chose, In this way,
she could sell the produce and receive an indirect form of financial
support from the community. The indvuna indicated that plins would be
made  to provide sced if the RHMs were unable to do so. A community
meeting was  scheduled for  the following day where issues such as

arrangements for plowing would be addressed.
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The RHMs chose to plant either sugur beans or sround nuts.  These
crops are generally planted from mid-December until carly February, with
the important factor being that the rains must continue for Several

weeks after planting,

Another  meeting was  held  with  the  indvuna and  chief's  runner
(umEi_ii_nli_) in mid-January to assess the progross the comnunity  was
making towards implementing their awricultural  labor support  scheme.
Assarances were given that 4 mecting would be held soon and action would
be taken. When interviewers besan visiting the homesteads selected to be
part of the ficld rtest evaluation survey in mid-February, all questions
concerning the agricultural labor scheme were phrased in the future

tense because no work had been done.

In the first week of March a womens lilima (traditional community
work party) was called and the land was prepared, A messare was sent to
all the RHMs that this was completed. Presently, the consensus among the
RHMs seems ro be that they do not wish to waste seed by planting now
because the rainy scason is over. They alse expressed concern that any
crop they micht plant would be caten by eoats because their field lies

unfenced in the middle of communal grazing lands.

It appears that the field will now lie fallow for the scason. This
may breed resentment amony the community, especial Iy those who worked to
prepare the ticld. It could give rthe appearance that the RHMs are
ungratetful  tor the commmity's offorts on their behalf, If these
conchusions are veached by the community, the prospect of a lilima beine

formed to work the RHMs field in the future becomes very dim.

he had been frequently absent tfrom the community  for long periods of
time to atrend to national traditional sovernment matters. It was his
responsibility to send word that a Tilima must be formed.  but he was
away and wnable to do this,  When he returned.  he had given the matter

his attention,
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B. Community Approval of RHM Support

The field test evaluation survey reveiwled that 79.77 of the people
interviewed approved of the community giving support to the RHMs for
their work, while 0,77 disapproved, and 10.97 were uncertain., There wias
no significant relationship found between approval of support and the
perceived usefulness of the RHM visit, when the last RHM visit occurred

or desire for more frequent RHM visits.

The respondents were asked why RHMs should receive community support,

Table 14 summarizes the responses to this question.

TABLE 14

SUMMARY OF RESPONSES: REASONS FOR COMMUNITY SUPPORT

Reasons for support Number Percent
1. RHM is helpful; provides services 29 45.3
2, It will be the chief's/clders!

decision 9 14.0
3. There is no decision yet 4 6.3
4. It is up to the community 4 6.3
5. Other: yes 7 10.9
0. Other: no 4 6.3
7. Not applicable/no answer 7 10.9
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When the responses indicating the RHM is helptul are added with the
"other:  yes" category it appears that slightly over half of the sagple
cited a factor relating to RHM performance as the reason why the RHM
should receive support.  In a similar manner, when the answers relating
to @ "chief's clders' decision" are agereated with the "community” and
"no' decision yet" catawories, a 267 proportion results., This tendency
to leave the decision to the larser comnunity and it's leadership was to

appear again in relation to future RHM community support.

When RHMs were asked if they felt that the community was in favor of
giving them any form of support, six of them said yes,  the community
would be in favor of supporting them because they do a good job, The two
who said the community did not approve cited the fact that the RHMs were
considered covernment workers. In both cases the fact that the community

had not plowed the ficeld was listed as the basis for this attitude.

The Ntondozi RHMs appear to be considerably more optimistic about
community support than the national sample surveyed in 1984, In the
national survey 507 (u - 31) of the RHMs said the community would be

willing to provide in-kind support.
C. In-kind Yonations

When the RHMs were  asked whether they had reccived any in-kind
donations, during the field rtest, 4 reported they had received
donations. It is interesting to note that all 4 RHMs reporting in-kind
donations live and work cither adjacent to (under 10 minutes walk) or
nearby (10-30 minutes walk) the chief's kraal. Thosoe RHMs living far
from the chief's kraal (arcater than 30 minutes walk) had received no
in-kind donations. This is understandable considering that all conmunity
directives originate from the chief's kraal. and homesteads in proximity
to the kraal might be more responsive to the chief's eodicts than those

homesteads it a greater distance,

The survey population was asked if they had given the RHM any in-kind
donations, and 237 of the homesteads indicated that they had given some
form of in-kind donation to the RHM in the last six months. When these

responses were analysed by individual RHM, seven of the vight were
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reported  to have received gifts,  In othis  sample, there  was  no
relationship tound between in-kind donations and distance from the
chief's kraal. The inconsistency between this response and the RHM's
response to the question of receiving in-kind donations was explained
when the rype of donation was oxamined. The most commonly listed gift
wits "ordinary food" indicating that the RHM was given food to cat during
the course of her visit. According to informants this is not really a
donation: it's providing hospitality, An in-kind donation would be
something that is taken home by the recipient. In this lisht, it appears
that the RHMs don't  consider these sifts of  food to  be in-kind

donatijons.

The nature  of  in-kind donations wias  discussed in dotail with
informants, and they explained that gifts are given to a non-community
member who comes from far away to visit.  Someone who delivers services
and comes from outside the community such as an Health Assistant or
agricultural  extension  worker  are  typical recipients  of  in-kind
donations. By delivering services comparable to these sovernment workers
the RHM is already cast as something unique within the community. In
fact, by asking people to sive the RHMs in-kind donations, it could

create aorole conflict with their status as community members,

D. Agricultural Labor Support Scheme

When asked if they were aware of the community's agricultural support
scheme, 30,17 of the respondents said yes.  When analysed by distance
from the chief's kraal there was a slight inverse relationship between
awareness of the support scheme and distance from the kraal. However,
ceven among homesteads ad jacent to the chief's kraal,  awareness did not
exceed 307, This lTow rate of awiareness may be accounted for by the fact
that the community members had not yet been asked to actually work in

the ficld.
People surveyed were also asked if they or any member  of  their

homestead would contribure labor to the RHM support scheme. Fifry-six

percent of the respondents indicated they would be willing to contribute
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Combined,  rthese percentages total to 17

would

do

s bl asked ll\ the

which is consistent

with the S07 vespondents who approve of community support for RiMs.

Survey respondents were asked why they would or would net contribute

labor for the RHMs benefit, The answers ave summarized by Table 13,

TABLE 13

SUMMARY O RESPONSES TO QUESTION OF SUPPORTING RHM

WITH CONTRIBUTED LABOR

Response Number Percentase
Yos:
RHM is helpful., provides
important scrvices 24 38.7
The community has an obligation
to repay RHM 9 14.5
The RHM is overworked 6 9.7
Because chief commands it 4 0.4
Other i) 9.7
No:
Personal circumstances do not 10 16.2
permit it
Other
Total 3 4.8
62 100.0
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Table 135 shows that the community does perceive the RHM as making
important contributions to the community. However, it is possible that
such questions may elicit the response perceived as desirable to the

interviewer,

In an attempt to elicit the RHMs candid opinions of the validity of
the proposed support scheme,  they were asked to detail its advantages
and disadvantases.  Six of the RHMs saw the potential of selling their
portion of the harvest as advantascous, while two saw the crop oas a good
source of homestead food.  Surprisinaly,  three RHMs looked forwvard to
using the crop to supplement  the diets of poor families within the
community, Five RHMs also saw the proposed community crop production as
a vehivle to reinforce the importance of their work in the eyes of the

community,

Perceived disadvantages were more numerous. ALl but one RHM expressed
concern that since the desianated fields were far from any homestead the
crop counld casily be stolen. Two RHMs expressed the opinion rthat the
community would not provide the labor. Logistic concerns such as lack of
fencing,  the distant location of the ficld, and the lack of water were

ment ioned.,

Two RHMs alse commented that some community members would be jealous
of their receiving a community produced crop.  This potential for ill-
will towards rthe RHM seems unavoidable with any form of comnunity
support,  but its potential psychological impact on the RHM can not be

ignored,
The RHMs were asked it they would be willing to contribute seceds in
the proposed support scheme,  and all cight expressed a willingness, but

one qualified her answer by saying she could not aftord ir.

k. Future Compensation for the RHM

The cevaluation survey included a question about what ways the
respondent felt that the community shonld compensate the RHMs in the

future.  The majority, 437 declined to offer a possible form of support,
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but indicated that the community and ‘or it's chiet or elders would
decide the matter.  The currently purposed  labor support  scheme was
mentioned by only 157 of the respondents.  This frequent Iy expressed
preference to defer the support decision to the community leadership may
indicate that the crucial component  to o the success or failure of any

community support scheme for RHMs lies with rhese leaders.

The RHMs were asked whether they felr the community would make an
effort to provide support tor them after the conclusion of the ficld
test.  There were four positive answers, 3 nesative ones, and one stated
she was unable to say. When asked to explain their answer, all four RHMs
who felt there would be future efforts indicated that this would happen
because the indvuna was supportive.  The three RHMs who predicted no
future efforts would be made indicated that the community was simply not

interested in supporting them.

. Another Example: the Mahlangatsha Experience

The Mankayane Nurse Supervisor, who was involved in all of the
community orsanization cfforts made in Ntondozi as part of the PRICOR
project rield test became an enthusiastic proponent of community support
for RHMs.  She translated her enthusiasm into action by taking the
agricultural labor support scheme to Mahlangatsha, another Inkhund la
{(traditional administrative district), The Mahlangatsha Inkhundla is
comprised of six chieftaineys and headed by an administrative official,

(indvuna venkhundla), Twenty-three RHMs work within the district. The

Nurse Supervisor presented the support scheme at an Inkhund la meeting
and the chiefs aerced that such a4 scheme to support the RHMs should be
implemented in Mahlangatsha., A large plot of land was designated, and

the indvuna yvenkhundla,  along with the Mankayane Nurse Supervisor,

arrvanged for tractor time to be donated by the local rural development

arca (RDA).  When the land was plowed the indvuna yenkhundla donated

manure,  which was applied to the ficld. One of the participating chiefs
donated @ tin of bean sced to the project. All of his preparation took

place in January,
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The month ot February saw no turther proeress nade because the chiefs
A I

and  indvuana yenkhundla were  called  away to perform national

responsibilities relating to the upcoming coronation of the Crown Prince
in April. At this writing, the field has not been planted because no
traditional leader has been available to call the litima (traditional

community work party),

In the case of Mahlangatsha,  the support scheme was initiated and
actively encouraged by a single individual, It was eventually brought to
@ standstitl by the same constraint that effected Ntondozi,  namely the
physical absence of the essential individual, the rraditional community

leader.,
5.3.06 Summary

At the conclusion of the solution development phase,  selection
criteria for the ficld test site were developed which included the
existence of a health committee and a traditional community leader,
local clinic nurse and district Nurse Supervisor who were supportive of
the project goals, A single chicftainey was identified which met these
criteria.  The field test was then conducted in the identificed community

over a period of 0,35 months,

Objectives of the ficld test were twotold,  The first was to redirect
REMs> acrivities by reinforcing PHO skills,  specificly immunization and
ORT information. In addition, growth monitoring was introduced and the N
field test REMs were trained and cquipped to perform srowth monitoring
on the homestead. The second objective was 1o pilot o community based
suppart scheme tor RHMs,  The ticld test community was to dectde on the

most appropriate form of prepavment schieme to pilot,

The ftield test was dnitiated through o series of meetines with
traditional community leaders, o ceneral community mevting and a two day
refresher course for the RHMS, For the duration of the ficld test period
the rescarcher menitored BRHM performance by monthly meetines with the
RHM~ and homevisits to assess their proficiency at growth monitoring, To
cvaluete the outvome of the field test, o survey of the study community

and nterviews with the RHMS and community leaders were conducted,



A, PHC SKills Component

The  evaluation survey indicated that the immunization status of
children in the field test community was consistent with national
averages at the conclusion of the field test,  However, a referral slip
used by RHMs and collected at the clinic save the indication that there
was good compliance by mothers when the RHM referred a child to the
clinic for immunizations,

Survey results indicared that the RHM was the primary source of
information concerning ORT in the community.  Of the field test area
respondents, 337 could give the correct formula for making sugar-sali
solution te be used in response to infant diarrhea.  This was a
stunificant improvement over the 217 who could give the current formula
on 4 national survey conducted in 1953, Field test homesteads also had
approximately 507 more oral rehvdration kits than those respondents in

the 1085 national survey.

The introduction of  garowth monitoring into the sphere of  RHM
activities was  well received by both  the community and the RHMs
themselves. In spite of a training period on growth monitoring which was
later judeed as insufficient by the instructors, 7 of the S RHMs proved
to be proficient and accurate at weighing infants on the homesteads and

plotting on the erowth card,

The MOH completed distribution of o new child erowth card 1 month
privr to the field tests inception, Field test RHMs were taught to issue
the new child growth cards and aiven a supply at the end of training
sessiony Among the hocesteads surveyed with o child under 2.5 yvears, 647
were in possession of the new  child growth card. This high  card
possession rate is most Likely atteibutable to the activity of the RHMs.
Of those homesteads where anew child growth card was present,  75°
reported  that the RHM had weighed an infant on the homestead.  The
overvhelming  majority (537 of  those  reporting  a  home  weighing
considered the service useful. Thus it appears that the field test RHMs
were both proficient and quite active in carrying out growth monitoring

on the homestead level,



B. Community Support Component

The field test community considered several methods of prepayvment as
a means  for supporting  the  RHMs. Financial  contributions  were
immediately  ruled  out by community members  because of  a lack  of
disposable income.  In-kind donations were considered. but the community
did not see this as a satisfactory answer.  Evaluation survey results
indicated that there was a potential for social role contlicts with this
method  because  in-kind donations are not generally aiven to follow

commmity members,

Eventually, a plan was devised where communal land was designated and
the community proposed to provide all the labor inputs towards producing
a crop for the RHMs, Material inputs such as seed were to be provided by
the RHMs.  The community asreed that the RHMs could sell the resulting

crop and thus receive financial support indirectly,

This support plan did not achicve fruition., The designated land wis
prepared by communal labor late in the gsrowing scason and the RHMs wore
not inclined to invest seed in the project. Other considerations such as
lack of fencing to protect the crop trom srazing animals made them

reluctant o invest inputs.

The traditional community leader Cindvena in the case of the ficld
testd s the one person who has the autherity to call on people to
pertform civie duties.  such as the preparation of  land for the RHM
support - schemes This fudividoal  alse has many responsibilities to
ful il on both Jocat and national Tevel o, Durine the opt inm period for
plantime. the indvuna was awoy from the community tultilling his own
natronal  civie responsibilities, This absence  appears to have

contributed ~ianificant Iy o the failure of the pilot suppart scheme,

Itoshould be mored here that the traditionad commumity  leader's
national  oblivartions pertained to the preparations beine made for the
caronation of swazitand's Crown Prince. Thus,  the same demands are not

Frhey to be placed on him in tuture vears,
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Evaluation survey results are encouraging lowever, Over 707 of those
interviewed approved of community support for RHMs, and 7%"‘01‘ the RHMs
saw  the  community as  willing to  support them.  Over N7 of  the
respondent s indicated  they would willingly donate agricultural labor

towards supporting the RHM.

Approximately half of the people surveyed about future compensation
for  the RHM andicated that it would be up to the community or
traditional leaders to decides  This response indivates a willineness on
the part of the community members to leave decisivin, detfinineg civie
duties to rhe readitional Teaders. 1t could also be inferred that they
would perform the tasks delincated by those leaders.,  Half of the RHMs
indicated that they felt there would be tuture efforts to support  them
because  the indvuana ftraditional  community  leader) wanted  them to
receive community  compensation.,  All these findings indicate that a
community  based  support  scheme  in the field test  area may yvet be

completely actualized,
. RHM Peformance

Various apsects of the RHMs performance were investisated as part of
the evaluation survey. Findings indivated that the field test area RHMs
were making visits in intervals consistent with their job deseription,
Survey respondents indicated the RHMs visit was usetul in S07 of the
cases. Khen asked about the perceived utility, 307 of the respondents

mentioned the RHMs curative functions as being usetul,

No o shift of RHM activities was perceived by the community atter the
refresher course on PHC skills was given to the RHMs, However,  six of
the eight RHMs reported that since the ficld tests inception more people
were coming to o them for assistance with problems concerning  child
health,  This observation susesests that  the impact of the refresher
course may hiave been to broaden the community's perception of the RHMs

role in relation to childrens health.
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Job satisfaction questions revealed that RHMs arce gratified by having
people respond to their teachings, and appreciare the opportunity to
learn new things.  However. half of the RHMs indicated that their

husbands objected to their work as an RHM.



6. CONCLUSIONS AND RECOMMENDATIONS

The redirection of RHM activities was successtul to the extent that

childrens health problems were more frequently referred to the RHM at

the field tests conclusion. The introduction of erowth monitoring on the

homesteads by RHMs was very well received. The rescarcher would make the

following recommendations concerning the redirection of RHM activitics.

t.

Curriculum :ould be developed to introduce the theory and
practice of growth monitoring to RHMs. This curriculum

should include:

a. Tra -ixtion of the newly released "Swaziland Child
Nutricson Guidelines" into SiSwati for use by the
RHMs.  Separate flyers of the chart "When ¢ Child Does
Not Grow Well" should be prepared in SiSwati to be
used as a source of vreference for age specific
appropriate nutritional messages to be given in

response to taltering growth (sce appendix 4).

b. Editing and translation of other recently developed
materials  such  as  "Key Results of the Swaziland
National Nutrition Status Survey" and "How to Usc the
Child Health Card" into SiSwati to make them
appropriate for additional training and inscrvice

materials,

Develop protocels  specifically for RHM use in  growth
monitoring.  These should include criteria tor assessing
whether a child with taltering growth should be referred for
further assessment and  treatment,  and clearly delineated
referral  sites  such as  the lecal c¢linic or resional

hospital,



S

A training course should be offered to currently practicing
RHMs using  the curriculum developed to  introduce s=rowth
monitoring. This should be no less than a 3 day intensive

course including:

i, A practical focus with repetition in sequence of the
skills involved in growth monitoring by individual

RHMs

b. Stress should be placed on the interdependence of all
the steps to erowth monitoring, i.e. records are of
little use without weights, weights are of little use
without a record and a complete record is of no value
until the mother knows what it means and what actions

she can take to improve srowth,

C. The Tocal rural clinic nurse should be recruited and

actively involved in these training sessions,
d. Portable hanging scales and a supply of child arowth
cards should be issued to the RHMs at the conclusion

of the course,

The growth monitoring training for RHMs should be followed

up by:

H The local rural clinic nurse involved in the triining
should provide supervision of proficiency when RHMs
perform growth monitoring in the olinic.  She could
then  offer  additional instruction  and  further
supervised pract’ce tailored to the individual RHM's
needs.,

b, Semi-annual in-service sessions should be held to

reinforce previously presented material and introduce

additional nutritional messages.



5. RHM in-scrvice training schedules should be revised so as to

emphasize the PHC skills of immunizations and ORT.

The ficld test community desisned a method of supporting the RHM
which involved the donation of communal land and agricultural  labor
inputs to produce a crop for the RHMs, Material inputs such as seced were
to be provided by the RHMs. The community acreed the RHMs could sell the
resulting crop. This latter option would thus provide an indirect form

of financial support from the community,

This scheme did not reach fruition during the time the field test was
being vonducted. The designated land was not prepared for planting until
very late in the planting period and as a result the RHMs appeared to be
unwilling to contribute seed., The ficld was not prepared in a timely
manner because the traditional community leader was away performing his
own national civic obligations during the period in question. This
individual's edict appears to be an essential component to the community

organizing to perform civic responsibilities,

In light o the field test experience, the rescarcher recommends the
following actions be taken to encourage community participation and

support for the RHMs:

1. Iuture efforts should not actively promote in-kind or in-
cash contributions by individual homesteads as the sole
basts  of  community support for  RHMs. The ficld test
community generally approved of the concept of community
support for RHMs.  They were however, reticeat to accomplish

this by means of in-kind or in-cash donations,

2. In the Tieht of BHM rvesponses to the question of  job
satisfaction, it appears that a substantial number of the
RHMs' husbands object to their work,  Given this finding,
agreater offorts should be made to make spouses more aware of
RHM activities and contributions to the community.  This

could be done by involving spouses in training and in-



Service seasions, as well as community meetings which deal
with the RHM.  PHU representatives could play an active role

in accomplishing this.

S Traditional community leaders were identified as pivoral
individuals in any community based offort to sustain the
RHMs Both quantitative and qualitative resulrs point
strongly to the necesssity of not merely approvil but active
partivipation in  any  RHM  support  scheme by these

individuals.

Given that their participation is essential, the recommended course
of action would be to hold seminars for traditional community leaders to
sensitize them to the contributions an RHM makes to the community, her
role in the delivery of primary health care, and the need for community
involvement to facilitate and maximize that role.  These seminars could
o organized  seperately or in conjunction with  other development
wientation seminars for traditional leaders. Only after such seminars
lave been held should  further cofforts to establish community  based

suppert schemes be pursued,



7. ADMINISTRATIVE

There were a number of changes in stafting on this project over its
two  vear duration, Magoice  Makhubu, one of  the two original  co-
investigators was promoted to Chief Nursing Officer shortly after the
projects inception,  The responsibilities of her new position made it
necessary for her to resign from the PRICOR project, but she continued
to be dinvolved as a decision maker and administrator. Bertha Dlamini

Vilakati replaced Maggic Makhubu as co-investigator.

At the end of the selution development phase Cathy Connolly, the
other co-investigator was to leave the project.  Her replacement was

Laurice Dunn.

During the course of the project, timely input and assistance on an
administrative level was received from Edith Ntiwane, Matron of Public
Health and Sister Elisabeth Tenteleni Mndzebele, Coordinator of the RHM
program.  On the local level, Nurse Supervisor Thandie Nxumalo was of
great  assistance in conducting the field test,  Staff Nurse Beatrice
Dlamini  and  Iealth Assistant  Frederick Mzima also  assisted in

itmplementing the field test phase,

The Social  Science Research Unit of the University of Swaziland

conducted this project in collaboration with the Ministry of Health,

The Swaziland PRICOR project was completely funded by PRICOR, through
the  Center  for Human  Services  under  its  Cooperative  Agreement
NoLALD DSPE=-3020-A-1045-00  with the US Agoncy for  International
Development, A total of 01,220 Imalangeni  (JO,005 US dollars) was
received.  The estimated total cost for the completion of the project is
9,000 Emalangeni. The project came in under budget because the value of
the US dollar in relation to the Emalangeni doubled over the course of

the project,
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Appendix |

EXISTING JOB DESCRIPTION FOR RURAL HEALTH MOTIVATORS

1. Wdentify and solve problems in the community

o Motivate, teach, orsanize and follow-up the community

3« Teach, motivate and assist in maternal and child health

J. Motivate, assist and refer for family planning

3. Assist oin emergency home deliveries

0 Teach, motiviate and assist the community in asriculture, home
cconomics and nutrition

7. Teach, motivate, assist and organize the community to promote
mvironmental sanitation

o Identify, teach, prevent and refer communicable discases

9. Identify, teach. prevent and refer mental illness

10, Teach and promote mental health

L. Promote adult literacy

12, Promate community participation in community development

13, Identify resources and collaborate with extension workers,
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VIII.POLITICAL OR ADMINISTRATIVE/
BUREAUCRATIC FACTORS

of the MOH

Expectations &
Role of the
Community
Expectations &
Role of the
RHM
Sustainability
Community
Involvement
Expectations &
Role

role of sovernment

”
“

ceconomic distribution policies

social development priorities

centralization/decentralization
balance

. / P
p lann mg/ decision processces

articulation of health policy

administrative systems -- stage of
development

state of planning and management
processes

managerial roles and incumbencies

intersectorial co-ordination

patterns of government spending
and community spending

external donor financing

patterns and roles of community
Leadership

alternative claims of productive
resources of the community
(priority given social devel vs
ceconomic or detfence)

"

political expectations resarding
provision of health services

constraints placed by donor agencies

community organizations that can be
invalved in CHW program development
and support

functions of the community as recipient
of services vs participant/contributor
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Appendix 4

No Weight Gin
Months for One Month

No Werght Ginn Mother shoubd eat an additional two dishe,
for Two Months, of food every day

4106 No Weight Gamn Feed ehild one cup of energy nch parnidge
Months for One Month three times a day and hreastferd

No Weight Gain Feed child one cup of energy rich porndge
for Two Manths five times a day and continue to breastfeed

71012 No Weight Gare A above and give masred fanuty food twica
Months for One Month A day and breastieed

No Wewgnt Gann Siine 3% above and awdd Snacks 1o (et
for Two Monthe

1310 24 No Weight Ginn Feed adult food five tmes a day
Months for One Month Keep breastfeeding

No Weight Gan Increase variety of foods Grve child things
for Two Months he hkes

24 Months No Weight Gain Child should cat hall as much food
and Older for One Months as his father,

No Weight Gain Child should be encouraped to eat

for Two_Months, _with other_children,
s L ard e 4 RPN Fot Sl A )
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